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PELLAGRA AND ALCOHOLISM* 


S. E. Sweitzer, M.D. 
Minneapolis 


ELLAGRA first appeared’ in the United 

States in 1902. Since then it has been com- 
mon in the southern and relatively rare in the 
northern states. In Minnesota it is rare. In an 
experience of over twenty years at the Univer- 
sity only two cases were seen, and only one case 
is recorded in the last eight years at the Minne- 
apolis General Hospital. 

O’Leary’ reports 98 cases seen at the Mayo 
Clinic in the last ten years, and only seven of 
these were from Minnesota. 

Recently a small epidemic has occurred in Min- 
neapolis, and seven cases were seen in a few 


Fig. 1. Pellagrous dermatitis of hands in Case 1. Patient 
had been on a prolonged debauch, and came in with a bullous 
eruption of the hands. Rl on a mistake a photograph was 
not taken until the bulle had gone. Skin under the bulle 
showed very pink with some black crusts at edges. 


weeks at the Minneapolis General hospital. Dur- 
ing this same time one case was seen in my 
private practice. 

Theories of Causation.—Klauder and Winkel- 
man® in a recent paper reported 100 cases of 


*Presented before the Minnesota Academy of Medicine, Sep- 
tember 12, 1928. 


pellagra occurring in alcoholics, and emphasized 
the role that alcohol plays in this disease. 

From the original report of Casal in 1762, and 
in various reports of commissions and individuals 
in Italy, Spain, and France, alcohol is mentioned 
as one of the causes of pellagra. 

Early in ‘the history of pellagra, a theory was 
advanced that the disease was caused by eating 
spoiled maize. This was called the Zeist theory 
and held sway for many years, although even 
then many cases were reported that had no con- 
nection with the eating of maize. These cases 
were called pseudo-pellagra by the proponents of 


Fig. 2. Case 1 showing hands and face. 


Face was intensely 
red in spots. 


the Zeist theory. The alcoholic cases, and cases 
among the insane, were included in this designa- 
tion. 
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At the present time the Zeist theory has given 
way to the theory of dietary deficiencies, but 
there are still some unknown factors in the etiol- 
ogy of the disease. Crutchfield,* in a recent 
article, reviewed 109 cases of pellagra, and came 


Fig. 3. Large bullz present on admission in Case 2. 


to some interesting conclusions. He stated that 
“Pellagra is rarely seen in patients not suffering 
from some previous contributory disease. which 
disturbs metabolism.” 

The rdéle that alcohol played in our cases was 
probably as a disturber of nutrition, as all but 
the private patient were vagrants and had been 
on protracted sprees for weeks and months. 

Symptoms.—There are four cardinal symp- 
toms of pellagra: (1) skin manifestations; 
(2) mucous membrane involvement; (3) diar- 
rhea; (4) mental symptoms. 

In making a diagnosis it is not necessary to 
have all of these symptoms present. 

Skin Manifestations.—All our patients showed 
cutaneous involvement located on the back of the 
hands. Some few had the feet involved and 
also the face and the V of the neck. Several 
cases seen early showed gigantic bullz over the 
backs of the hands and fingers. These were the 
largest bull that I have ever seen, except in a 
few cases of dermatitis venenata. 

After the fluid was let out of the bullz, there 
was present a sharply limited, crusting eruption, 
brownish to black in color, and in some cases 
showing deep fissures. 

On removal of the crusts by prolonged soak- 
ing with wet packs, the skin was of a pinkish 
hue. 

Patients seen later in the disease showed a 
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dry pigmented eruption on the backs of the 
hands. 


The face and neck were involved in a few 
cases and showed a brilliant red. 
Mouth Symptoms.—These, while not always 


Fig. 4. Case 4. Patient, on admission, showed very dark, 
sharply limited eruption on back of hands. 


present, consisted of a blood-red tongue or red 
edges. 

Diarrhea.—All but one patient had a severe 
diarrhea of an intractable type. 

Mental Symptoms.—These men were all of a 
low grade of mentality and under the influence of 
liquor when admitted. Only one had any definite 
mental symptoms. 

Diagnosis.—The first case was diagnosed der- 
matitis venenata in the clinic, and only after 
admission to the hospital was a diagnosis made 
of pellagra, as the diarrhea was then discovered. 
In this patient a history was at first impossible, 
as he was both drunk and lethargic mentally. 

The succeeding cases were very readily recog- 
nized from the typical eruption on the back of 
the hands, diarrhea, and tongue involvement. 

An interesting feature of the hospital cases 
was that these men all knew each other, all came 
from the Bridge Square district, and all obtained 
their alcohol from the same source. They ob- 
tained denatured alcohol from a hardware store 
and got very drunk for twenty cents. One or 
two admitted getting “canned heat” and drinking 
that. 

My private patient was a fat, prosperous man 
of 55, living in the country. He came in very 
drunk, and said that he had drunk all his life. 
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He presented a dry, pigmented, sharply defined 
eruption on the back of both hands, also a very 
red tongue.. 

CONCLUSIONS 

In this small series of cases of pellagra re- 

ported from Minnesota, the rdle of alcohol as an 


Fig. 5. Case 4. Vitiligo like eruption on neck. 


This ap- 
peared after a week in the hospital. 
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etiological factor is striking. It probably acted 


as a disturber of metabolism, but there must be 
some other factor present, as in previous years 
much alcohol was drunk, and we did not have 
pellagra. 


Fig. 6. Pigmented and scaling eruption in Case 7. 
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DYNELL WATER 


In Palos Park, Illinois, a suburb of Chicago, there 
is a concern known as the Dynell Spring Water Co. 
For the past few years, “Dynell Spring Water” has been 
advertised by methods that are more reminiscent of 
“Peruna” and “Lydia Pinkham” than of mineral waters. 
Dynell Water, if we are to believe the advertising— 
which is not.advised—is the remedy par excellence for 
appendicitis, arthritis, asthma, Bright’s disease, bladder 
trouble, and so on. According to an analysis, Dynell 
Water has, for its chief active ingredients, sodium sul- 
phate (Glauber’s salt) and magnesium sulphate (epsom 
salt). Included in the advertising are what are al- 
leged to be testimonials of two physicians, who are 
members of the Chicago Medical Society, and a testi- 
monial credited to William Hale Thompson, mayor of 
Chicago, and widely’ known in other ways. (Jour. A. 
M. A., September 15, 1928, p. 818.) 


THE PREVENTION AND MODIFICATION 
MEASLES 


Two years ago it was announced that protection was 
secured in 85 per cent or more of susceptible persons 
exposed when convalescent measles serum was admin- 
istered before the fifth day after exposure to measles 
and that in some cases the disease was modified when 
the serum was given as late as the seventh day. It 
has been attempted to produce a serum from animals 
by using the diplococcus isolated from patients with 
measles. Results have been reported from the use of 
such a serum developed in horses; but the production of 
immune goat serum seems even more promising. It is 
to be remembered, however, that the protection thus 
conferred is only transient. Active immunization with 
a toxin prepared from the causative organism of measles 
remains to be successfully accomplished. In Chicago 
a committee has concluded that as a general practice it 
is doubtful whether the immunization of all children 
exposed to measles is desirable. (Jour. A. M. A., Sep- 
tember 15, 1928, p. 803.) 
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ACUTE NON-EPIDEMIC INFECTIOUS PAROTITIS* 


W. R. Humpnurey, M.D., F.A.C.S.,and K. K. SHerwoop, M.D. 
Stillwater, Minnesota 


CUTE non-epidemic parotitis is a disease 
A which, while rare, is not so infrequent but 
‘ what nearly every practitioner has seen one or 
several cases. For some reason, perhaps because 
the condition occurs only as a complication, it is 
seldom reported. Parotitis occurs either as a 
postoperative complication or as the sequela of 
one of the acute infectious diseases. It is syn- 
onymous with “suppurative parotitis,’ “parotid 
phlegmon,” and “sympathetic parotitis’ of the 
older writers. 

In references prior to 1915 it would seem 
that the majority of the cases occurred as a com- 
plication of typhoid, typhus, or scarlet fever, and 
its predilection to occur in debilitated individuals 
was well recognized. Since that time, however, 
most of the reports emphasize it as occurring 
either postoperatively or following pneumonia. 

In pneumonia it resembles herpes labialis, in 
that it more commonly presents itself on the same 
side as the pulmonary lesion. As a postoperative 
complication it seems especially prone to follow 
either suppurative conditions of, or operations 
upon, the female genito-urinary tract. However, 
it has been reported to have followed thyroidec- 
tomy, stomach and gallbladder surgery, or as 
minor a procedure as catheterization. The inci- 
dence of this disease is very difficult to estimate 
as there are no large series of cases reported. 
Beckman at the Mayo Clinic found it occurring 
only three times in 6,800 operations, two of these 
following gynecological operations. We do not 
believe, however, that this is representative of its 
incidence in the smaller hospitals. In conversa- 
tion with a dozen or more general practitioners 
we did not find one who had not seen at least 
one case in the last five or ten years. 

Many theories have been advanced in explana- 
tion of the occurrence of this malady. The earli- 
est hypothesis is expressed by the term “sympa- 
thetic parotitis,” namely, an enlargement of the 
parotid gland out of sympathy with disease else- 
where in the body. This was not abandoned until 
bacteriology developed. -In more recent years, 
two theories have vied for acceptance, the older 





*Read at the staff meeting, Lakeview Memorial Hospita’. 
Stillwater, Minn., May, 1928. 
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professing the parotitis to be hematogenous in 
origin, arising as a metastasis from the primary 
area of suppuration. More recently, in the cases 
following pneumonia or suppurative abdominal 
disease, the bacteriologies of the two areas have 
been compared and found in the majority of cases 
to be due to pure strains of dissimilar organisms. 
This is illustrated by a pneumococcus pneumonia 
that is complicated by a parotitis which on culture 
yields only the streptococcus. This finding, in the 
majority of cases at least, seems to refute quite 
conclusively the hematogenous theory. In conse- 
quence it is the more prevalent conception today 
that the parotitis is due to an ascending infection 
of the parotid duct followed by its plugging and 
consequent inability to drain. As indirect evidence 
of the correctness of this viewpoint, work has 
been done on the physiology of salivary secre- 
tions, proving that movements of the jaw, such 
as chewing, causes, by the action of the mus- 
cles in that region, a stripping or milking action 
of Stenson’s duct. Therefore, any condition ac- 
companied by immobility of the jaws and re- 
laxation of their muscles such as general anes- 
thesia or extreme toxemia will remove the me- 
chanical action which prevents infection of the 
parotid gland by way of its ducts. Mouths that 
have excessive numbers of bacteria, as seen in 
pyorrhea, will numerically increase the likelihood 
of parotitis. In a similar way any general condi- 
tion in which bodily resistance is lowered, as in 
diabetes or malnutrition, will increase the likeli- 
hood of this complication. Thus there are three 
factors that predispose to this disease: a de- 
creased bodily resistance to infection, chronic 
oral infection, and muscular relaxation. 

The extent and the severity of the disease 
vary with the individual case. It always starts 
as a unilateral infection but may at any time 
become bilateral. The onset is that of an acute 
suppurative process. There is an abrupt rise of 
temperature to 103 or over, general malaise, fre- 
quently chills, and always pain over the parotid 
gland. Occasionally, especially in children, there 
is delirium. Examination at this time is nega- 
tive except for the pain and tenderness over the 
parotid gland. A white cell count will reveal a 
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marked polymorphonuclear leukocytosis. In six 
to twelve hours the gland becomes visibly swollen 
and exquisitely tender. This swelling is of a 
hard, firm, indurated type, due to the heavy cap- 
sule that surrounds the gland except on its medial 
side. As the swelling increases, dysphagia ap- 
pears, due to the encroachment of the gland on 
the lateral wall of the pharynx. In bilateral 
cases this encroachment may be so severe that 
the patient will be unable to swallow even liquids. 
Fluctuation is a variable symptom and due to the 
thick capsule is very difficult to elicit. It will not 
be found in the majority of cases, for it neces- 
sitates a single large abscess peripherally located, 
while as a rule we find multiple small abscesses 
scattered throughout the gland. 

Treatment is preventive, symptomatic, or sur- 
gical. The preventive treatment is, by far the 
most satisfactory and is usually incorporated in 
the usual measures of personal hygiene. This 
consists essentially in keeping the mouth reason- 
ably clean, either by means of brushing the teeth 
or by a suitable mouthwash. In cases with 
pyorrhea and dental caries this should be es- 
pecially insisted upon. Secondly, the patient 
should be encouraged to move his jaws: this is 
usually done for other reasons, but the preven- 
tion of this disease furnishes us with another 
reason for encouraging the postoperative patient 
to chew gum. When the disease first manifests 
itself, probing of Stenson’s duct with a fine 
canula is often advantageous. This failing, either 
hot or cold packs may be used. Incision into 
the gland should be made either when fluctuation 
first appears, or, if this fails to develop, when 
dysphagia first becomes pronounced. Frequently 
no pus is obtained, in which case moist packs 
for twenty-four hours will usually start the 
drainage. With incision and drainage there is 
rapid relief of systemic and local symptoms. 
Tenderness and swelling decrease, the tempera- 
ture falls, and the malaise disappears. Contrary 
to what one might expect, there is little tendency 
for the incision to form a permanent fistula and 
healing is usually complete in thirty days. There 
is no case that we have heard or read of in 
which the parotid plexus of nerves was injured in 
the incision for this abscess. 

Prognosis should be very guarded, for the pres- 
ence of this complication marks the patient as 
having a lowered general resistance to infection. 
There are no large series of cases and no definite 


mortality figures reported, but one gathers the 
impression that from a third to one-half of the 
cases have ended fatally. Of the twenty-two 
cases summarized in the paper, six were fatal. 


CASE REPORTS 


Robinson reports the case of a man, aged 42, who 
had a left lobar pneumonia but who started to run a 
temperature the day after the crisis. On the third day 
of this fever swelling of the right parotid gland was 
noticed. Drainage was obtained and the incision healed 
in thirty-one days. 

Parkinson reports a case in a boy of three years, in 
whom, seven days following the beginning of resolu- 
tion of a right lobar pneumonia, the temperature rose 
suddenly to 104, and the following day there was a 
swelling of the right parotid gland. Two days follow- 
ing the onset, the gland was drained by a deep incision. 
The incision was healed in two weeks and the patient 
recovered. Smears of the pus showed a staphylococcus 
and pneumococcus. No sputum could be obtained. 

Barrow tells of a case in a woman, aged 67, who, 
while recovering from a left hypostatic pneumonia, de- 
veloped chills and fever and pain in the left parotid 
gland. Three days later the right gland became in- 
volved and both were opened. Pneumococci were ob- 
tained from the pus. The patient recovered, though 
both incisions were still draining two months later. 

Dunn reports a case of a female, aged 67, with a 
right perinephritic abscess, who, two days after drain- 
age, developed a left parotitis. The parotid was opened 
and pus obtained. The patient died. Smears from both 
abscesses showed streptococci and staphylococci. 

Bartlett has seen five cases, of which three were bi- 
lateral. These three cases recovered. The two which 
succumbed had been operated on for traumatic rupture 
of the intestine and for pyosalpinx. The three which 
recovered included two operations for appendicitis and 
one Kraske with colostomy for a carcinoma of the 
rectum. 

Fowler has seen this condition occur eight times fol- 
lowing abdominal operations. In five of the cases the 
‘operation was upon the adnexa, and in two of the other 
cases for suppurative appendicitis. He observed only 
one bilateral case, and was fortunate in having no 
fatalities. 

Blair has seen three cases, two of which followed 
operations for inflammatory conditions of the female 
adnexa, and the third following a laparotomy for an 
acute suppurative appendicitis. Two of his patients 
died. 

We have observed two cases in the last year, 
one following an operation for acute suppurative 
appendicitis with abscess formation and the other 
occurring as a complication of pneumonia in a 
diabetic patient recovering from amputation of 
an extremity. 

Case 1—L. G., a male, aged 20, was admitted to the 
hospital Feb. 8, 1928, discharged March 9, 1928. 

Admission diagnosis: appendiceal abscess. 
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The patient was operated upon the day of admission, 
and for the first two days did as well as could be ex- 
pected. On February 1lth, a painful swelling was 
noticed just below the right ear and the temperature, 
which had been normal for the past twenty-four hours, 
rose to 99.6. The following day the swelling had en- 
larged, was very tender to the touch, and the patient 
complained of its aching. The temperature had risen 
to 102.2 and a leukocyte count showed 35,850. Cold 
packs were applied. The mass not fluctuating, it was 
decided not to incise it unless the symptoms became 
more severe. On the following day, the 13th, it was 
noticed that while the temperature had continued high 
(102.8 at 8 a. m.) the mass was not so tense or so 
exquisitely tender to the touch. By evening the tem- 
perature had fallen to 99.6 and in five more days the 
mass had completely disappeared and the temperature 
continued to remain at the normal level. The remainder 
of the convalescence was normal. 


This seems to represent the very mild form of 
parotitis in which symptomatic treatment alone was 
sufficient to overcome the infection and secure drainage 
by way of Stenson’s duct. 


Case 2—B. W., female, aged 61, was admitted to the 
hospital Nov. 28, 1927, and died Feb. 2, 1928. This 
patient was admitted in diabetic coma brought on by 
dietetic indiscretions and aggravated by a moist gan- 
grene and osteomyelitis of the distal half of the right 
foot. The patient was given the usual diabetic coma 
treatment, to which she responded very satisfactorily, 
being acetone-free in thirty-six hours. Owing to the 
patient’s refusal to consider amputation and a con- 
sultant’s advice to try conservative treatment, the foot 
was opened sufficiently to establish drainage and heat 
was applied. Progress was very unsatisfactory and 
finally in the first week of January the patient’s per- 
mission was obtained for amputation just below the 
knee. This then was done immediately, and the pa- 
tient made a slow but gradual recovery, the stump being 
almost healed the last of the month. 

While the patient was up and around at this time she 
developed a low-grade broncho-pneumonia, and was put 
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to bed. On the evening of January 30th it was noticed 
that the temperature had risen to 103. No satisfactory 
reason could be found for this at the time. On rounds 
the next morning, however, a tenderness and swelling 
of the left parotid gland was noticed. Cold applications 
were applied. The following day the swelling was more 
extensive, red, and very tender to the touch. It was 
giving the patient a slight amount of dysphagia. No 
fluctuation could, however, be found. During the fol- 
lowing night the pulse became weak and rapid, and she 
died at noon of the next day. This case, we believe, 
represents a more typical course of the disease under 
question. The rise of temperature to a high degree 
before the appearance of any localizing signs is typical, 
as is the progressive downward course if the abscess 
does not drain, either internally or through an incision 
of the skin and capsule. The question of drainage was 
considered and discussed in this case, but it was the 
consensus of opinion not to attempt surgery, for with 
her general condition (diabetes plus pneumonia) the 
outlook was poor, and from clinical appearances getting 
progressively worse. The patient and the family had a 
strong distaste for even the opening of an abscess. The 
absence of fluctuation, and the undoubtedly slow heal- 
ing of any incision in this case, were all factors that 
deterred us from doing, what, in retrospect, seems to 
us would have been the more correct thing to do. 
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THE EFFECT OF SURGICAL OPERATIONS AND OF BANDAGING/ 
ON RESPIRATION* / 


Wits S. Lemon, M.D. 
Rochester, Minnesota 


ip the course of experiments designed to de- 
termine the factors influencing the mechanics 
of respiration and the relative importance of the 
several muscular systems involved, it became nec- 
essary to study the effect produced by the ap- 
plication of encircling the abdomen and thoracic 
wall by bandages. The treatment of animals 
operated on and the effects of the operation itself 
were studied before the bandages were applied. 
Accordingly, dogs were chosen on which an Eck 
fistula operation or an Eck fistula combined 


Fig. 1. 
abdomen. 


with the removal of a portion of the liver had 
been performed. These operations in the upper 
part of the abdomen were extensive and should 
represent the maximal effect of abdominal inter- 
ference on respiration. All procedures were 
controlled by strict surgical technic and the ani- 
mals were anesthetized with ether. 

The animals were studied immediately on 
completion of the operation, and on successive 
days until the abdominal wounds were healed. 
The result of the observations led to conclusions 
as follows: (1) the reaction following upper 
abdominal operation does not cause noticeable 


*From the Division of Medicine, The Mayo Clinic, Rochester, 
Minnesota. Submitted for Publication July 9, 1928. 


reduction in the amplitude of movement of the 
thoracic wall, nor does it alter the symmetry of 
the chest itself; (2) it does not affect the move- 
ment of the diaphragm in either direction or the 
amplitude of its excursion. Even when as much 
as three-fourths of the liver had been removed, 
the only effect produced was in lowering the 
vault of the right hemidiaphragm, and the move- 
ments were not altered from normal either in di- 
rection or in amplitude of excursion; (3) the 
abdominal movement itself was decreased and 


Movement of chest at ensiform level with and without bandages to the 
Increasing respiration effort is exaggerated more than is usually seen. 


the limitation in amplitude was bilaterally equal, 

and (4) dyspnea was not produced and evidence 

of pulmonary congestion could not be obtained. 
Bandages were first applied to the abdomen as 


high as the costal margins. The animals were 
examined when anesthetized and kymographic 
records were made by the technic described in 
a former study. The records confirmed the gen- 
eral examination and showed that abdominal 
movement was lessened and thoracic movement 
decreased at the level of the costal arch. The 
excursion gradually increased as the animal’s 
effort to breathe under difficulty became greater. 

Bandages were then applied over the abdomen 
and over the lower part of the thoracic wall as 





726 MINNESOTA MEDICINE 


The obser- 
vations were made at two points on the wall of 
The upper part of the chest seemed 
to maintain normal movements but the amplitude 
of the lower part could be reduced remarkably. 
The degree of reduction depended on the tight- 
ness of the bandage. 


high as the level of the ensiform. 


the chest. 


When the bandages were 


| eee 


Fig. 2. 
ment after application. 


removed, the amplitude of movement promptly 
returned to normal and the visible effort to main- 
tain respiration disappeared. Even in the upper 
part of the chest, which showed normal excur- 
sion, the effort of breathing was always increased 
while the bandages remained in place. 

As a result of these observations it was de- 
cided to study the effect of bandaging on normal 
animals. Inspection and kymographic records 
gave information of the normal movements at 
the level of the ensiform and over the costal 
arch. These records were used as controls. 
Snug bandages were applied to the abdomen and 
to the wall of the chest to the level of the 
ensiform. The level of the ensiform in the dog 
is relatively higher than in man so that too literal 
an interpretation of the observations cannot be 
applied to man. It is only the fundamental prin- 
ciples involved that can be applied. The applica- 


Normal movement until bandages were applied. 


[November, 1928] 


tion of the bandages to the abdomen alone re- 
duced the movement of the abdominal muscles 
and also, to a small extent, of the wall of the 
chest at the ensiform level. 

The bandages were then applied to the wall of 
the chest as well as to the abdomen and observa- 
tions made both by inspection and by means of 


Almost total absence of move- 


kymographic records. Movements of the chest 
both at the level of the ensiform and at the costal 
arch were definitely reduced and the effort of 
breathing was materially increased. With re- 
moval of the bandages the respiratory excur- 
sion promptly returned to normal. Fluoroscopic 
examination of the animals was made in every 
instance but, without exception, the movement of 
the diaphragm was unaffected either by operation 
or by bandaging. 

The bandaging was intended to simulate as 
closely as possible that applied to patients after 
surgical operation. It now became necessary to 
determine the maximal degree of compression to 
which the thorax could be subjected and still be 
competent to maintain respiratory function. 

Normal animals were chosen whose thoraxes 
were bilaterally symmetric and whose respiratory 
movements were in all respects normal. They 
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were anesthetized and, after further observations 
to check the normal character of all movements, 
kymographic records were made at the level of 
the ensiform. These were used as a check 
against the general examination. Intrapleural 
tension readings were taken by using a pair of 


manometers as described elsewhere. In every 


Fig. 3. 
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ished and the animals used all the extra respira- 
tory muscles available. The abdomen was dis- 


tended and cyanotic but the muscles were func- 
Fluoroscopic examination proved that 
’ the diaphragm was pressed downward and moved 
normally although through a reduced excursion. 
The manometric readings of intrapleural pres- 


tioning. 


Record of chest: 1, without bandages; 2, with abdomen bandaged; records were 


made with tambours in place at level of ensiform; 3, record of costal arch movement without 
bandage, and 4, records with bandage to abdomen and costal arch to level of the ensiform. 


Fig. 4. 


Normal and equal movement of both sides of the chest: 1, 


without 


bandages; 2, with bandages, and 3, diminished movement of abdomen without 


bandage. 


instance the readings were the same on the two 
sides, although there was variability in the de- 
gree of negativity in pressures in different ani- 
mals. The difference between inspiratory and 
expiratory negativity was, however, less variable. 

Tight bandages were applied to the chest from 
the highest possible point in the axilla to the 
lower limit of the costal arch. The compression 
was such that the circumference of the chest at 
the costal arch was reduced approximately 15 
per cent. The breathing and pulse rates were 
increased by approximately the same percentage. 
Thoracic movements were almost entirely abol- 


Record taken the day following operation. 


sure were surprisingly unchanged from those 
made before the application of external pressure. 
This observation held true in every instance; 
external pressure equally distributed over the 
whole chest does not affect intrapleural pressures. 
Kymographic readings made over the same area 
of the chest before application of bandages gave 
a graphic illustration of the reduction of thoracic 
movement under such a decided handicap. Ani- 
mals could not live for more than a brief period. 
A number of times the bandages had to be re- 
moved before the stries of observations was 
completed. Cyanosis became extreme over the 
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whole body. The abdomen distended, breathing 
became more and more labored until death be- 
came imminent from asphyxia. 

Other experiments had shown that animals can 
maintain normal ventilation without respiratory 





Excursion of chest measured at ensiform level: 


MEDICINE [November, 1928] 


the abdominal muscles are forced out of func- 
tion. If the abdomen and lower part of the 
chest are subjected to the restraining influence of 
encircling bandages, not only is the abdominal 
movement reduced as before, but the movement 


free of bandages; 5, with abdomen bandaged, 4, abdomen and 


Fig. 5. 
wall a ‘the chest bandaged to ensiform level; 2 and 3, records of movement of the costal arch with and without bandage applied. 


embarrassment even when both phrenic nerves 
are evulsed and all the intercostal nerves are cut. 
These animals play about and are dyspneic only 
on unusual exertion. They maintain the ability 
to provide themselves with tidal air. This, the 
bandaged animals could not do. Inasmuch as the 
intrapleural pressures were little altered from 
normal, speculation might suggest that the in- 
creased respiratory rate was insufficient to venti- 
late the lungs. The respiratory pump could not 
have been interfered with since blood flowed into 
the thorax, perhaps at a reduced rate, due not to 
pressure on veins but to embarrassment of the 
heart. Such embarrassment is not present in ani- 
mals operated on, as I have described. By 
fluoroscopic’ examination, however, the size of 
the auricles or ventricles seemed normal both 
during systole and diastole. Anoxemia and car- 
diac embarrassment seem to explain the cyanosis 
and collapse. Pressure on the chest, and not dys- 
function of the musculature, is the most impor- 
tant causal factor of respiratory incompetency. 
It has been shown that when dogs that have 
been operated on or normal dogs are subjected 
to pressure by encircling bandages, the degree of 
dysfunction to both the respiration and the cir- 
culation is dependent on two factors: the area 
to which the bandages are applied and the degree 
of tension. If the abdomen alone is bandaged, 
very little effect on thoracic excursion is pro- 
duced, but the animal soon evidences fatigue and 





of the lower part of the chest is definitely re- 
duced, which under normal circumstances enjoys 
the greatest freedom of expansion. Fatigue 
again becomes evident. If the whole chest is en- 
circled and the pressure is considerable, life itself 
is endangered and death may result, presumably 
from asphyxia, the combined effect of pressure 
on the respiratory and on the circulatory appara- 
tus. Even transection of the spinal cord fails to 
produce such urgent respiratory distress, and ex- 
tensive operative trauma to the wall of the chest 
or diaphragm falls far short of this crippling 
effect on respiration. 

The inferences are obvious without an attempt 
being made to apply too literally experimental 
results on animals to the postoperative treatment 
of man. It is permissible at least to inquire into 
the necessity of. large dressings in the after- 
treatment of undrained abdominal wounds, and 
it is safe to suggest that the already reduced vital 
capacity of patients following operation is fur- 
ther lowered by the lessening of respiratory ex- 
cursion over the most important part of the chest. 
The consequences of such reduction not only re- 
sult in fatigue but, in all likelihood, in passive 
congestion and circulatory impairment. When 
considered in relation with the well known fact 
that complete infarction does not occur except 
in lungs that have been injured by former dis- 
ease or by passive congestion, the significance of 
a restriction even so seemingly unimportant is 
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evident. Infarction of the lung is one of the 
three most common and dreaded of postopera- 
tive complications. 

One feels justified in suggesting that the com- 
fort of patients would be increased, particularly 
in warm weather, by the application of the thin- 
nest possible dressing compatible with its function 


as a covering for a wound; that the dressing 
should be held in place by means of adhesive 
substances so applied that they cannot exert pres- 
sure effect, and that they be kept off the thorax 
entirely so that the respiratory excursion of the 
lower part of the chest may not be impeded 
(Figs. 1 to 5). 





VITAMIN A DEFICIENCY AND INFECTION 


The susceptibility to infections of various kinds as 
affected by the adequacy or deficiency of diet with es- 
pecial reference to the vitamins has attracted renewed 
interest. An increased susceptibility to tuberculosis has 
been shown in rachitic rats, species normally possess- 
ing a marked immunity to such infection. The long 
delayed effects of a mild deficiency of vitamin A “no 
greater than may readily occur within the range of 
ordinary normal or adequate nutrition” have been 
studied on ratts. At the end of the experiment, au- 
topsies were made and the incidence of infection was 
determined in all the rats. In the first group this was 
25 per cent;.in the second, 75 per cent. The only dif- 
ference between the two groups was the dietary treat- 
ment of the mother and young up to the time of 
weaning, one series having plenty of vitamin A, while 
the other was somewhat limited in its supply. The 
similarity in the nutrition of the rat and of man per- 
mits these results to be translated into human age re- 
lationships and suggests that a difference in incidence 
of infection is to be expected among children of around 
10 and 12 years, resulting from differences in the way 
they were fed before they were 3 years old. (Jour. 
A. M. A., September 29, 1928, p. 962.) 


CAUSYTH FOR RHEUMATISM 


An article in an Austrian medical journal reports the 
use of “Causyth.” No definite statement in regard to 
the composition of Causyth is contained in the article. 
The product is vaguely described as “zyklohexatriku- 
pyridin sulfonsaures Pyrazolderivat.” A note on the 
use of Causyth in grippe has also appeared in a Ger- 
man medical journal. The product does not appear to 
be marketed in the United States and no firm has 
requested its consideration by the Council on Phar- 
macy and Chemistry. (Jour. A. M. A., August 11, 
1928, p. 418.) 





AVERTIN 

Avertin (also referred to as E. 107) apparently is 
tribrom-ethyl alcohol. A recent report by Hans Killian 
states that it is a useful sleep-producer and sedative 
but that full narcosis cannot be produced with it without 
injuring the human organism. He holds that to intro- 
duce into the organism a molecule with properties so 
decidedly injurious to the vital centers in a single dose 
without knowledge of individual rapidity of absorption 
is dangerous. For more than thirty years rectal nar- 
cosis has been tried again and again, and has always 
been given up because, in opposition to inhalation 
narcosis it is not possible either to decide on the precise 
dose or to interrupt the narcosis when one is produced. 
(Jour. A. M. A., September 8, 1928, p. 745.) 





MEDICAL STUDENTS THEN AND NOW* 


Otto F. Scuusster, M.D. 
Minneapolis 


E are reminded daily in many ways that we 

are living in an age of great and rapid 
changes in most departments of human activity, 
including that of medicine, and of the changes 
which have come over nearly all things medical 
during the last quarter of a century, none is at 
first glance more arresting than that shown by a 
comparison of the type of man engaged now 
in the study of the healing art, with the type so 
engaged twenty-five years ago. I am struck, as 
I am sure all of the older men here must be, with 
the apparent youthfulness of the medical students 
of today, and their lack of that look of maturity 
and gravity which was so much a part of the 
student of the long gone past; a look which told 
not only of time passed, but of burdens borne, 
and responsibilities carried, which do not as a 
rule leave their mark upon us before the arrival 
of providing a living for themselves and their 
heir. These students of the present day are such 
a fresh, youthful, carefree looking lot, that one 
instinctively guesses that with them the problem 
of providing a living for themeselves and their 
families has never been the burning issue that it 
was with many of us during our college days. 
The stamp of the classroom and the campus is 
upon these young men. Practically their entire 
lives have been spent in school. I note that 
their talk is of sorority dances, tennis, football, 
cars and “Camels.” The cost of medical books, 
or of house rent; the expense of feeding and 
clothing a wife and children are subjects foreign 
to them—and it is well. 

I am told that each student present here to- 
night had already been granted a degree of some 
kind before he matriculated in medicine. One 
is said to be a Bachelor of Arts, another is a 
Master of Science, and a third a Doctor of 
Philosophy. But, “it was not like that in the 
olden days, the days beyond recall.” Medical 
students at the beginning of the century were, for 
the most part, men, not boys. In the lives of the 
majority of them a considerable period had 


*Banquet address given before members of the Phi Rho 
Sigma fraternity. Submitted for publication Aug. 8, 1928. 


elapsed after they had, for divers reasons, laid 
down the burden of ‘“‘book larnin’” in the “dees- 
trict skule” before they had again taken it up 
within the classic halls of the small proprietar) 
medical college of the period. Many, as inti 
mated above, were men with families of children, 
children indeed nearly or quite as old as some 
of the freshmen of today. Nearly all had pre- 
viously engaged in other pursuits and had suf- 
fered from various degrees of undernourish- 
ment in their efforts to gain a livelihood in the 
trades; but competition there had proven -too 
keen for men of their capabilities and practice 
of one of the learned professions became their 
last resource and only hope. I recall that 
in my class of about twenty members many 
trades and occupations were represented. Most 
of us continued to work at one or another of 
them more or less irregularly during our college 
courses. 


Our premedic studies, if they may be spoken 
of as such, had been pursued outside of college 
and it is true that we knew but “small Latin 


and less Greek.” However, by way of com- 
pensating for this deficiency, a good working 
knowledge of profanity, acquired behind the 
breaking plow in early Spring or upon the milk- 
ing stool in fly-time, was possessed by most and 
practice in its use was, in the main, faithfully 
kept up. We had our degrees too in those days, 
make no mistake about that—not of course de- 
grees conferred by college presidents in caps and 
gowns, but. degrees shaped at the forges of ordi- 
nary, everyday human occupations with the hard 
hammers of necessity. 

One of the members of my own class, for ex- 
ample, might with propriety have styled himself 
an M.F.P. (Master Flour Packer) had he so de- 
sired. He was a valued member of the staff of 
the “Pillsbury A”—cademy up the river, than 
which no institution in the world is more widely 
or more favorably known. It is not without 
real satisfaction that I recall that my own father, 
in an earlier time, was for several years connect- 
ed with the same institution, and that the product 
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of his learning and his labor went out to nourish 
thousands in every land beneath the sun. 

Another member was what I imagine would to- 
day be called a “Doctor of Music.” He was an 
excellent performer, too, in his particular branch 
of that enchanting art, “Chin Music.” He had 
received his degree from the Singer Sewing Ma- 
chine Company, and was one of the most popular 
artists on their South Minneapolis Circuit. 

Three of the men in the class were justly 
proud of their “E.B.K.’s” which in those days 
signified that they were expert bookkeepers, and 
let it be known they were real bookkeepers. 
Their textbooks at the end of the four-year med- 
ical course were found to be in such a remarkable 
state of preservation that they looked, to the cas- 
ual observer at any rate, as if they had never 
been opened, and one tactless and, by nature, mis- 
trustful professor had the temerity to insinuate 
that the reason for the splendid physical condi- 
tion of those books was no conundrum to him. 
I am convined however that his suspicions were 
in a measure unfounded and that some, at least, 
of the books, in spite of appearances to the con- 
trary, had probably been opened. 

We had one fellow with us, well on toward 
fifty years of age, who was the proud possessor 
of two degrees. He had a son also, who, by the 
way, likewise held a degree of some kind. The 
name of this enterprising student was Post. Do 
not take this to mean that he was in any sense 
of the word a “poor stick.” He was not that kind 
of post. He was, in point of fact (with the ex- 
ception of the speaker of course), the bright- 
est man in the class and might be fittingly likened 
to that variety of post which is usually associated 
in our minds with the notion of hurry and speed. 
He was one of the most restless men in the world 
and was incapable of staying put for two min- 
utes together. As I have said, he possessed two 
degrees, those of D.O. and D.P.T. (Doctor of 
Osteopathy and Doctor of Piano Tuning). He 
practised both professions with great assiduity 
and with a considerable amount of financial 
success during odd moments. I have forgotten 
just how he had his office hours arranged, but if 
I am not mistaken he thumped pianos before 
breakfast and patients after supper. 

We also had a man with us who had been ad- 
mitted to the bar. He practised, however, not 
before the bar but behind it, and each evening 
for about two hours (by way of making a living) 
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he dispensed, not justice but something said to 
be “justice” good. The old Hamline men pres- 
ent must surely remember the place on the corner 
of Second Avenue South and Fourth Street 
where our medico-legal colleague was in the habit 
of handing down with dignity and dispatch some- 
thing more refreshing than the dry and musty 
legal opinions which constitute the stock in trade 
of most of those who boast of their admission 
to the bar. You recall how you could step up 
to that glistening, breast high, beer bespattered 
bar, place your newly half-soled number ten on 
the shining brass foot-rail and with the air of a 
man who had recently made a fortune in wheat, 
plank down the nickel that you had just bor- 
rowed from a momentarily flush classmate, or- 
der up a great schooner of foaming “Golden 
Grain Belt” or “Pabst Blue Ribbon” and then 
with chin up saunter boldly down to the steam 
table at the rear end of the room where, without 
money and without price, you were permitted to 
grab off “ein grosser stiick von Wiener-schnitzel” 
with a side dish of sauerkraut to appease your 
appetite, and a handful of salty pretzels to stim- 
ulate your thirst—‘‘Ah! the olden, golden (Grain 
Belt) glory of the days gone by!” For the bene- 
fit of the younger men present I will say that this 


‘constituted what is known as the “Free Lunch” 


of hallowed memory, which, regardless of its 
abuses and shortcomings, did serve to provide an 
impecunious medical student with a much needed 
meal now and then. But our legal member had 
hard financial sledding and he gradually discon- 
tinued his attendance at lectures about the mid- 
die of his sophomore year. I met him on the 
street one afternoon in the Spring and he told 
me sadly that he was forced to quit; the load, 
he said, was too heavy for him to carry, and 
judging from the way he staggered off under it, 
the load he had on was indeed a heavy one. I 
don’t know what eventually became of this fel- 
low, but it has always been a matter of some 
comfort to me to feel that one of the old bunch 
has probably escaped the many trials that harass 
the lives of most doctors. 

Besides the man Post, already mentioned, there 
were four men among us who had been granted 
the D.O. degree. They had all practiced Osteop- 
athy for a year or more and then given it up in 
disgust with the determination to return to school 
and get the real thing. Three of them were the 
finest kind of fellows too, but the fourth, w-e-I-l, 
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he was one of those birds (you see one once in a 
while yet) who affects a pointed Vandyke beard. 
You will be able to judge for yourself from that 
fact what sort of a “nut” he was.* 

A long haired Irishman in the class had, by 
dint of arduous labor, scraped and brushed aside 
all obstacles and had finally succeeded in mount- 
ing the ladder of fame leading up to a B.H.P. 
(Bachelor of House-Painting). But he got mar- 
ried at the end of his freshman year and for- 
feited his Bachelor’s degree. He tells me, how- 
ever, that he has never regretted the loss. I re- 
call that his classroom work was not especially 
notable either for its volume or its excellence, 
but it was characterized by an almost uncanny 
ability in covering up defects and deficiencies 
with a deft stroke here and there, and a mar- 
velous facility in accentuating by proper shading 
that which he particularly wished to bring to the 
instructor’s notice. This craft—in anything like 
the perfection in which it was used by him— 
comes only with long and faithful practice. It 
enabled him to bag many a much needed credit 
that less expert employment of coloring would 
have lost to him. ‘ 

Personally, I had tried everything once and 
many of the simpler things twice before I decided 
to abandon hope and become a physician. Just 
previous to the time of my matriculation at 
Hamline Medical College I had completed a six 
months course of lumber piling at the Bardwell- 
Robinson Mill in North Minneapolis, and I trust 
that it will not be considered boastful on my 
part to state that I reached on numerous oc- 
casions what seemed to me (and what was con- 
ceded by my colleagues) to be a high standing— 
sixty feet or more—in my profession. The strain 
at such times upon my none too stable nervous 
system was extreme, as I was forced to hang on 
by my very toe-nails, especially when my high 
standing exposed me to an equally high wind. 
I was finally graduated with the exalted G.B. 
(grand bounce) degree, the natural consequence 
of having dropped a piece of 2 x 4—accidentally, 
I imagine—upon the head of my Irish foreman. 
The commencement exercises, I recall, were 
short but strenuous and to me, at least mo- 
mentarily, elevating. Old Tom certainly carried 
an awful wallop in that right shoe of his! Talk 
about your uplift workers, he was in a class by 
himself! Even to this day recollection of that 


*The speaker himself wears a Vandyke beard. 
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little episode is always attended with an irresis- 
table impulse to grab frantically at my coat tails, 
and to increase the mild forward curve of my 
lumbar spine to a semi-circle. The shock— 
mental, moral and physical—was terrible to me 
and incomprehensible too, I believe, to those who 
have never suffered at the hand (or more ac- 
curately the foot), of so consummate a master of 
the uplifter’s art. But I harbor no ill will against 
the vigorous old Hibernian because I feel, some- 
times, that he did me a service, for, like certain 
of the members of the House of Commons who 
have been kicked upstairs by their colleagues into 
the House of Lords, I consider that I was kicked 
upstairs by him, out of a trade into a profession. 
I do, however, have moments (perhaps I should 
be ashamed to confess it) when I wish that some 
one would take the trouble to kick me downstairs 
again. 

I have endeavored to bring out in a few 
words some of the conditions and environmental 
influences which might perhaps have been ex- 
pected to make of the medical graduate of twen- 
ty-five years ago a very different product from 
that which our medical schools are turning out 
today. 

But on closer examination is any difference 
which may seem to exist here, after all, not more 
apparent than real? I think so. Human nature 
is pretty much the same today as it has always 
been. It cannot have changed much in the short 
period of twenty-five years. It still reacts to 
stimulation in the same old way, and stimulation 
I find, after careful scrutiny of all available data, 
consists today (just as it did in my good old 
lumber piling days), of a rapid, never ending 
succession of swift kicks in the pants from one 
source or another. Now, much of the stimula- 
tion needful in the making of a physician is just 
about as well acquired, I believe, outside the 
college as in it, and a good deal of what the 
young man of today is stimulated to obtain in 
school, we of a former generation were stimu- 
lated to get elsewhere; in a somewhat different 
form it is true, but with about the same net 
results, as time will demonstrate. For, as is well 
known and frequently declared, there is no new 
thing under the sun. The law of compensation 
is still operative. For everything that is gained 
something is lost, and for everything that is 
learned something is forgotten. Some one has 
said that society is like a wave; the wave itself 





MEDICAL STUDENTS THEN AND NOW—SCHUSSLER 733 


moves onward but the water in it does not. There 
is a change of form but no forward movement 
of substance. No greater men are living today 
than those who built the Pyramids or calculated 
solar eclipses upon the walls of ancient Nineveh. 
By a wise provision of nature each succeeding 
generation gets, somehow, the same old allotment 
of information, but gets it in a form that is suit- 
able to it and convenient, more or less, of utiliza- 
tion by it. You of this oncoming generation get 
your learning in one shape, we of the passing 
generation got ours in another, but examined 
closely it is seen to be the same old consignment 
of vanity and vexation of spirit that perplexed 
and disappointed the souls of the Wise Men of 
the East five thousand years ago. It is still true 


that “Knowledge comes but Wisdom lingers” and 


Solomon was undoubtedly right when he said 
that “Wisdom is the principal thing.” It comes, 
not so much from the reading of the “many 
books” of which “there is no end,” as from ex- 
perience and reflection. Real progress is dis- 
tressingly slow. Changes are seldom what they 
seem. Despite our frantic reaching out for the 
new and the revolutionary it is undeniable that 
we are pretty much where we have always been, 
in truth— 
“We are the same that our fathers have been; 
We see the same sights that our fathers have 
seen, 
We drink the same stream and view the same 
sun, 
And run the same course that our fathers have 


” 


run. 





CAFFEINE-REDUCED COFFEES 


When the facts brought out by the A. M. A. Chemical 
Laboratory examination of caffeine-reduced coffees 
were brought to the attention of the manufacturers, the 
concerns involved immediately began checking up on 
their products. The Kaffee Hag and Sanka products 
changed hands about the time of the examination. 
From evidence that has been submitted since the A. M. 
A. analyses were made, it seems to be a fact that both 
Kaffee Hag and Sanka now contain caffeine in such 
minimal amounts as to be practically negligible. The 
third preparation, Blanke’s Refined Health Coffee, still 
contains a relatively large amount of caffeine. Kaffee 
Hag and Sanka are now submitted by their manufac- 
turers to daily checks of caffeine content, a procedure 
which did not prevail prior to the analyses by the 
A. M. A. Chemical Laboratory. (Jour. A. M. A., Sep- 
tember 22, 1928, p. 886.) 





: TUBERCULIN 


Investigation at the Otho S. A. Sprague Memorial 
Institute at the University of Chicago makes it evident 
that the water-soluble protein in tuberculin is similar 
in many of its properties to ovalbumin. These studies 
have resulted in the isolation of the active principle of 
tuberculin in crystalline form. (Jour. A. M. A., Sep- 
tember 1, 1928, p. 648.) 


THE INVESTIGATION OF GERMICIDES 

J. S. Simmons has studied the bactericidal action of 
mercurochrome-220 soluble and iodine solutions in skin 
disinfection and F. E. Rodriguez has studied the action 
of mercurochrome and iodine as disinfectants of the 
mucous membrane of the mouth. After taking swabs 
of the treated areas, they streaked the material directly, 
without previous dilution, on the surface of an agar 
plate. This procedure, it is agreed, will give inhibitory 
effects and may be an unfair test, because no two drugs 
have exactly the same inhibitory index. It has been 
found that iodine has a higher inhibitory effect than 
mercurochrome and it seems likely that the amount of 
iodine carried over to the plates might have been suf- 
ficient to inhibit growth of the bacteria without being 
bactericidal. G. F. Reddish and W. E. Drake studied 
the action of mercurochrome-220 soluble and U. S. P. 
tincture of iodine as to comparative germicidal effi- 
ciency. These investigators used scrapings from the 
skin surface in a way to considerably dilute any anti- 
septic that may be present. They made controls to 
prove that no drug inhibition took place in their tests. 
In other respects the work of Simmons and Rodriguez 
introduced errors which Reddish and Drake tried to 
avoid. However, whatever the final results of labora- 
tory experiments may be, reliance should not be placed 
solely on such results; clinical observations must be 


considered. (Jour. A. M. A., September 8, 1928, p. 
728.) 





TUMOR OF THE FRONTAL LOBE PRESENTING A 
PARKINSONIAN SYNDROME* 


FREDERICK P. Moerscu, M.D. 
Rochester, Minnesota 


N the literature of the last few years, numer- 
ous references have been made to the differen- 

tial diagnosis of encephalitis and brain tumor. 
Among others, Hamilton (1922) called attention 
to the great diversity of symptoms in encephalitis, 
pointing out that Argyll-Robertson pupils, choked 
disks, catatonia and even syndromes of brain tu- 
mor might occur as a result of encephalitis. He 
found, in one issue of a French journal, that 
seven cases of choked disk with operation for 
brain tumor had been reported, in which the di- 
agnosis probably was encephalitis. Parker 
(1923) reported from The Mayo Clinic three 
cases of brain tumor simulating epidemic enceph- 
alitis. One was a tumor of the third ventricle, 
one a tumor of the fourth ventricle and the third 
a tumor involving both thalami. In the latter 
case, that of a boy aged twelve years, the clinical 
picture was that of a parkinsonian syndrome, and 
the correct diagnosis was made at necropsy. 

It is apparent, however, that the problem of 
differentiation of brain tumor and encephalitis is 
not confined to the acute forms of encephalitis, 
but presents itself in practically every type of 
sequela of encephalitis. Especially common is 
the occurrence of catatonic symptoms in sequelz 
of encephalitis ;+* often a diagnosis of dementia 
precox is made because of the catatonic picture. 
Psychosis with catatonic features is also common 
in cases of brain tumor ; such cases have been re- 
ported by Schroeder, Souques and Bertrand, 
Rosenfeld, Moersch, and others. The study and 
differentiation of these catatonic-like syndromes 
is one of the most perplexing problems one has 
to encounter when attempting to evaluate in a 
given case the possibility of psychic, inflamma- 
tory or neoplastic cause. Closely allied to this 
diagnostic problem are the difficulties encoun- 
tered in lesions of the frontal lobe which may 
present a great variety of symptoms, including a 
catatonic or parkinsonian-like picture, depending 
on the structures involved. It is well recognized 
that the syndromes of lesions of the frontal lobe 

*From the Section on Neurology, The Mayo Clinic, Rochester, 


Minnesota. Read by title before the Society of Neurosurgeons, 
Rochester, Minnesota, June 18, 1928. 


may be predominantly psychic or neurologic or 
they may be mixed, and, as Nonne stated, only 
too frequently they run an unusual course, and 
fail to present the prescribed symptoms. 

In the more recently reported cases of brain 
tumor with symptoms simulating a parkinsonian 
syndrome, the objection has been raised that 
probably the patients also had encephalitis; thus 
exception has been taken to the case recently 
reported by Hunt and Lisa, in which the patient 
presented a rather characteristic parkinsonian 
picture, and at necropsy a large fibrosarcoma of 
the right frontal lobe, involving all three con- 
volutions, was found. Unfortunately a com- 
plete histologic study of the brain was omitted, 
so the authors could not deny the possibility of 
coexisting encephalitis. I am reporting the fol- 
lowing case because the patient presented a 
definite parkinsonian syndrome which was so di- 
agnosed. Later a diagnosis of brain tumor was 
made, the tumor was removed, and complete re- 
covery ensued. 


REPORT OF CASE 


A man aged twenty-eight came to The Mayo Clinic 
July 17, 1924, complaining of lack of energy, fatigue, 
and a feeling of sleepiness. In 1918, the patient had 
had a severe, attack of influenza. He was in bed for 
two weeks, recovered, and was well until 1922. Then, for 
six months, he had weekly bilateral headaches, which 
lasted from two to three hours. Associated with the 
headaches was dizziness, and on several occasions mo- 
mentary loss of consciousness. These symptoms then 
subsided, and for a period of about six months he 
appeared to be well. In 1923, it was noted by relatives 
that he was undergoing an insidious change. He grad- 
ually lost his enthusiasm, tired easily, and seemed to be 
slowing up mentally, with evidence of absent-minded- 
ness. It was then noted that his movements and 
speech were also becoming slow. He would forget 
commands unless he carried them out promptly. Early 
in the autumn of 1923, he had a severe nosebleed which 
required packing. A few days later diplopia developed, 
and it was noted that the eyes were crossed. With 
the visual disturbance, there was a return of head- 
aches, which were both temporal and frontal. He be- 
came very drowsy, would fall asleep sitting in a chair, 
and was difficult to arouse. He lost all interest and 
both movements and speech became slower. It was 
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TUMOR OF THE FRONTAL LOBE—MOERSCH 


noted that his posture and gait were stiff and slow. 
During the two months prior to his coming to the 
clinic, he appeared a little brighter, his headache prac- 
tically disappeared, and his family believed that he was 
improving. 

General examination showed a well developed young 
man with a parkinsonian facies and gait, and slow 
speech. Examination of the blood and spinal fluid was 
negative except for an increase of the spinal fluid pres- 
sure. A roentgenogram of the head showed erosion 


Fig. 1. Endothelioma removed at operation. 

of the posterior clinoid processes. The neurologic ex- 
amination showed a choked disk of 3 diopters of each 
eye, with a few hemorrhagic areas. The fields showed 
slight concentric contraction, with enlarged blind spots. 
Pupillary reflexes and ocular movements were un- 
impaired. There was slight asymmetry of the face with 
evident weakness on the left side. The reflexes 
throughout were slightly increased, more on the left 
side. Abdominal reflexes were slightly diminished and 
there was a suggestive plantar extension of the left 
foot. The motor power was slightly impaired in the 
left side of the face, the left arm and the left leg. The 
tonus throughout the left side was definitely increased, 
and there was a suggestion of increased tonus in the 
right side. The speed of muscular movements was im- 
paired in the left arm and hand. Sensation was intact 
throughout. The general appearance of the patient pre- 
sented a characteristic parkinsonian attitude with a 
preponderance of evidence on the left side. The face 
had a mask-like appearance, and the speech was slow. 
The left arm was carried rather rigidly and was 
slightly flexed. In walking the patient tended to drag 
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the left leg, and there appeared to be some impairment 
in the right leg. There was a fine tremor in the left 
arm and hand. 

In the presence of choked disk, increase of spinal 
fluid pressure, and the roentgenogram of the skull, it 
appeared that a right-sided tumor was present, probably 
in the region of the basal ganglion. The marked 


parkinsonian attitude was so striking that the patient 
was observed for several weeks before operation was 
advised, in view of the frequent occurrence of choked 


Fig. 2. Section of endothelioma shown in Figure 1. 


disks in encephalitis. During this time, the patient 
had two attacks of numbness, extending over the left 
hand and leg. 

August 4, 1924, an osteoplastic flap was turned down 
over the right frontomotor area. A neoplasm was en- 
countered in the anterior upper corner of the field of 
exploration; its origin was in the dura about 2 cm. 
from the longitudinal sinus, and the tumor was ad- 
herent to the wall of the sinus. The mass was about 
7 cm. in diameter, more or less rounded, with large 
blood vessels leading to it. It extended into the first 
and second frontal convolutions, pressing back on the 
motor area and also extending to the median surface 
of the frontal lobe. It was shelled out completely and 
the patient recovered uneventfully (Fig. 1). Histologic 
study of the tumor showed it to be an endothelioma 
(Fig. 2). 

Examination September 5, 1924, showed marked im- 
provement. There was some slowness and incoérdina- 
tion in movements of the left arm. The gait remained 
slightly impaired. Speech had improved and the patient 
himself appreciated a marked change in his mentality. 
The reflexes on the two sides were now equal and 
there was absence of Babinski’s reflex. The fundi 
showed residual edema of the disks. 

The patient was again seen April 28, 1925, at which 
time the entire examination was practically negative. 
The fundi showed slight thickening along the lower 
margin of the disk; the fields were normal. The left 
side had entirely recovered and he had been able to 
carry on heavy manual labor for the preceding three 
months. A letter from him, November 21, 1927, stated 
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that he had been steadily employed since resuming his 
occupation as a miller. Occasionally, with very hard 
work, he suffered from transient headaches. Figures 
3 and 4 show the patient three weeks and four years, 
respectively, after operation. 


Fig. 3. Patient three weeks Fig. 4. Patient four years 
after operation. after operation. 


Comment.—Although it cannot be proved that 
this patient did not have encephalitis, it is reason- 
able to assume that the brain tumor was the sole 
etiologic factor in the symptoms presented, es- 
pecially since complete recovery followed removal 
of the tumor and has continued for a period of 
almost four years. 

That lesions of the frontal lobe may present 
a psychic syndrome, a neurologic syndrome, or a 
combination of the two, is well recognized. In 
the case reported, the mental picture was fairly 
typical of a lesion of the frontal lobe and the 
neurologic signs corresponded to pressure ex- 


[November, 1928] 


erted on the parietal lobe and corpus callosum. 
The cases reported by Morrison, and Hunt and 
Lisa correspond closely to this one. 

The parkinsonian or catatonic-like picture may 
also be presented by tumors of the basal ganglia 
or the third ventricle,’ and in such cases one is 
usually placed in a difficult situation in trying to 
establish the exact site of the tumor. 

In my experience it has proved advisable in 
cases presenting unusual organic dementia, ca- 
tatonic syndromes, or other bizarre mental pic- 
tures, to consider carefully the possibility of 
lesions of the frontal lobe, especially tumors. 
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TUBERCULOSIS CLINICS* 


J. A. Myers, Px.D., M.D. 
Minneapolis 


OHN WESLEY was very much interested in 
health, and after a severe attack of disease 
he not only took good care of his health but 
urged others to follow his example. Winchester 
says, “He was always concerned for the health 
of the people in his societies and sometimes spoke 
almost with envy of the services rendered to 
humanity by a good physician.” In 1746, he 
published a book of simple prescriptions for com- 
mon diseases and accidents, with the advice of a 
druggist and a surgeon, and arranged for the 
free distribution of medicine for the poor mem- 
bers of his societies in Bristol. 

During the first six months of his experiment, 
one hundred people took advantage of it each 
month. The experiment seemed so successful to 
him that the next year he opened a dispensary 
for the poor of Bristol which continued to 
operate for the next fifty years. 

Kings and queens had long attempted to cure 
disease and, perhaps, some believed themselves to 
be successful. There are many other illustrations 
that might be cited to show that for a long time 
there had been other groups than the nursing and 
medical professions interested in the diagnosis 
and treatment of disease; in fact it had long been 
known and many times expressed that good 
health is the best asset that any individual, 
family, community or nation can possess. Is it 
not therefore reasonable to expect that persons 
other than nurses and physicians would be inter- 
ested, not only in personal but in community and 
national health? 

In recent years a great wave of enthusiasm 
has spread over this and other countries for bet- 
ter health and, frequently, lay groups have been 
influential in organization for good health. There 
have been several methods of attack, One, per- 
haps the most outstanding, has been attempts to 
educate the public through the press. Such great 
organizations as the “American Child Health 
Association,” “The American Public Health As- 
sociation,” “The National Tuberculosis Associa- 
tion,” and some of the leading insurance com- 


*Presented before the Minnesota Sanatorium_ Association 
meeting at Mineral Springs Sanatorium, Cannon Falls, Minne- 
sota, August 9, 1928. 
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panies of this country, particularly the Metro- 
politan, have done much of an educational nature 
through the distribution of health literature. 

Another method has been through free exam- 
inations, not only of the sick, but also of the 
healthy. And here we find some of the great 
insurance companies of this country have taken 
a leading part. 

But in free clinic work, attempts have been 
made to profit by the mistakes of the past and I 
believe that the free clinic today is doing more 
good for the public than it has ever done in the 
past and I believe that it is capable of doing still 
more good than it is at present. It is not perfect 
by any means. 

If free clinics are to do their greatest good 
they must be developed and conducted with the 
cooperation of the visiting clinician, the local 
physicians, the various lay organizations and the 
public in general. With such codperation, no 
harm will come to anyone but much good will 
be done to all concerned. In some localities it is 
difficult to get the codperation of the local physi- 
cians because of injustices that have been done 
them in the past. 

Physicians were often sent out who were very 
egotistical, and upon reaching small towns they 
placed themselves on high pedestals, taking the 
attitude that the local physicians were not well 
informed and that they had come there to teach 
not only patients, but physicians, and, all too 
frequently, they told the patients that their local 
physicians were not capable of diagnosing and 
treating their diseases. I would like to cite the 
case of a young man who went into a small 
city and stated to a considerable number of pa- 
tients that no one nearer than a large city or a 
special institution was capable of making good 
x-ray pictures and that no one there was capable 
of treating the disease once it was detected. It is 
obvious that this man was not in sympathy with 
the local practitioners of medicine for, conscious- 
ly or unconsciously, he was destroying the con- 
fidence of the people of that community in their 
practitioners. 

One physician in a small town told me that he 
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was opposed to free clinics because four or five 
years before a children’s clinic was held in his 
town and the mothers were told by the visiting 
clinician that for feeding schedules and treatment 
of any kind they should bring their babies to 
the city to see him. Another physician com- 
plained that when a clinic was held in his town, 
the visiting clinician diagnosed tuberculosis in 
25 per cent of the people examined. Many ap- 
parently well people who had gone to the clinic 
were told that they had advanced tuberculosis 
and must go to a sanatorium. A good number 
of these people sought the advice of their family 
physicians and others, who, after careful ex- 
amination, could find no evidence of disease. 
One man actually sold his farm and gave two 
children to relatives to keep while he and his 
wife went to a sanatorium to be cured of their 
tuberculosis. Six months observation at the san- 
atorium proved that neither of them had tuber- 
culosis. 

We cannot blame physicians in such localities 
for expressing some feeling of resentment when 
free clinics are discussed. Fortunately many in 
charge of clinics have profited from the mistakes 
of the past, so that only clinicians who will co- 
operate are assigned to the work. 

Here I would like to cite the case of a physi- 
cian who, during the course of the day, referred 
several patients back to their family physicians 
with the advice that they should keep under close 
observation. He is an example of a clinician who 
attempts to inspire confidence in the local prac- 
titioner of medicine. It would have been easy 
for him to have sent the patients to some distant 
physician for examination and advice. But what 
would they have done when they returned home? 
They could not have been satisfactorily treated 
at long distances. It was far better for them 
and their community to continue with their local 
physician. 

The clinician who goes into a community to 
examine patients in a free clinic must keep in 
mind his limitations; he must also keep in mind 
that as a stranger and one who has been adver- 
tised to the public as a specialist, he has the 
confidence of the people. Therefore he is in a 
position to do much harm or much good, depend- 
ing entirely upon his attitude toward the patient, 
the physician and the community. 

I have mentioned the limitations of the physi- 
cian; these we must not overlook. Time was 
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when a physician with a silk hat, a gold headed 
cane and a wise look could make the public, who 
associated much mystery with medicine, believe 
almost anything he said. He might be right or 
he might be wrong, but there was no one to 
check up on his findings and statements. That 
day has long since passed. How absurd for any- 
one to think that he can go into a community 
and see twenty, thirty or perhaps a hundred pa- 
tients in a single day and make a definite diag- 
nosis in many of those cases. All he has is a 
brief history, very brief, the general appearance 
of the patient and the physical examination. He 
does not have at his disposal, unless he is co- 
operating with the local physician, advantages of 
laboratory examinations nor does he have x-ray 
films to aid him in inspection. Yet, it is generally 
conceded that of the five diagnostic points in pul- 
monary tuberculosis, laboratory examinations for 
tubercle bacilli and the +#-ray examinations are 
very important. When it comes to the examina- 
tion of children where lymph node tuberculosis is 
the prevailing type, we are even more handi- 
capped for here physical signs are of little avail. 
Symptoms may help us some but the two out- 
standing diagnostic points are positive cutaneous 
tuberculin tests and stereoscopic films, made es- 
pecially to show the region of the lung hilum. If 
the lymph nodes are located near the surface of 
the body such as the cervical region, then we 
cannot say definitely that they are tuberculous 
without further examination than the physical. 
Yet, on a number of occasions, I have seen writ- 
ten across charts the diagnosis of hilum tuber- 
culosis when the physician did not have one single 
point of value in arriving at such diagnosis. All 
he had was a history of exposure and a child 
somewhat below par. The clinician cannot afford 
to do this kind of work; the responsibility is too 
great. He will guess rightly sometimes but he 
will be wrong a sufficient number of times to ruin 
his reputation as a diagnostician, and in these 
modern days we must have the evidence before 
making a diagnosis of tuberculosis. It is easy 
to write a diagnosis of tuberculosis across a 
chart, but it is difficult for the individual to throw 
off the stigmata that follow that diagnosis. 
Relatives and friends of that person become 
alarmed lest they may contract the disease 
through contact; life insurance companies con- 
sider such patients extremely bad risks and, once 
a diagnosis has been given the patient and it has 
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been recorded over a physician’s signature, we 
may argue all we like about the attitude of rela- 
tives and friends, insurance companies, etc., be- 
ing right or wrong, but the stigmata remain. 
Even the finding of rales over the upper part of 
the chest does not always mean tuberculosis. 
True, it is often tuberculosis, but without other 
evidence the clinician is not justified in making a 
diagnosis. 

I recall the case of a nurse who reported for 
an examination because of a cough, expectora- 
tion, rather recent loss of weight, temperature 
elevation, rapid pulse and other symptoms that 
were very suggestive of tuberculosis. Moreover, 
she gave a history of having had seven years ago 
a period when she was considerably below par 
over several months and tuberculosis was strong- 
ly suspected at the time. The physical examina- 
tion revealed moderately coarse rales above the 
second rib and third spine on the right side. 
She was made a strict bed patient and one day, 
with a very serious, perhaps too serious an ex- 
pression, we went to tell her that we felt she 
had tuberculosis and that all in her favor was 
that the Larson ring test was negative and we 
could find no tubercle bacilli in her sputum. 
The Larson ring test was new; we were sure of 
its value; tubercle bacilli are often absent from 
the sputum in early cases of tuberculosis. There- 
fore, we could not place much emphasis on either 
of these phases of the examination but, with the 
other diagnostic points positive, we felt justified 
in rendering a diagnosis of tuberculosis. How- 
ever, we wanted to keep her under observation 
for a time to see how she would respond to treat- 
ment. Observation showed that she had a tem- 
perature elevation every afternoon, her pulse 
was accelerated but after two or three weeks all 
physical signs had disappeared from her chest, 
her temperature and pulse became normal, she 
was feeling quite well and at the end of a month 
even the parenchymatous x-ray shadow had dis- 
appeared. What she had I have never known. 
Whether it was an ordinary pneumonia in the 
apex or whether it was a tuberculous process 
with a good deal of collateral inflammation that 
healed by resolution quickly or some other con- 
dition is a matter of speculation. 

Fortunately, in this girl’s case there was an op- 
portunity for observation but had I seen her in a 
free clinic and made a diagnosis on the history 
and the presence of rales in the upper lobe and 
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reported her case as tuberculosis, I would not 
only have stigmatized the patient and injured my 
reputation but would have lessened the confidence 
of the public in that community in the medical 
profession. On the other hand, with our limited 
facilities, there are so many dangers of over- 
looking small areas of disease that are of a clini- 
cal nature. We know now that if a lesion is 
located approximately four centimeters from the 
surface of the lung, physical signs are of little 
avail. There is so much normal lung tissue in- 
terposed between the areas of disease and the 
surface of the body that the abnormal sounds 
from the diseased area are not always transmit- 
ted to the surface. 

I have seen a young man who had an unusually 
careful examination a few weeks before. At that 
time. there were no abnormal physical signs over 
the chest. A little later this young man was 
working in a hospital where x-ray films of the 
students’ chests were made routinely. The films 
in his case showed very definite evidence of a tu- 
berculous process involving the left upper lobe. 
Even with the prejudice of knowing what the 
film showed and seeing the shadow on the fluoro- 
scopic examination, it was impossible for any of 


the physicians who later examined him to obtain 


any abnormal physical signs. This area of dis- 
ease would have been entirely overlooked in the 
ordinary free clinic for tuberculosis. 

Such cases should make the clinician extremely 
cautious about making statements to any patient 
who has not had a very complete examination. 
In going into a strange community to hold a 
clinic, the clinician should feel as one clinician 
recently expressed himself when he said that he 
always enters with a great deal of humility. 

The person who poses as*a specialist must not 
overlook the fact that in a good many com- 
munities the patients who come to him have been 
under the care of local physicians. In some cases, 
these physicians have +-ray films available, they 
have reports of laboratory examinations avail- 
able, they have very careful observations that 
have been made over weeks, months and some- 
times years and, most certainly, such physicians 
know more about the patient than the visiting 
clinician can hope to learn in a short time. A 
revelation to a good many young physicians is 
the finding of such excellent practitioners of 
medicine in many small cities and towns. 

After holding clinics in a good many places and 
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looking back upon the work, I am really sur- 
prised what a small number of patients with 
tuberculosis have reported for examination who 
had not already had diagnoses by their family 
physicians and often had been under excellent 
care. Yet, in some places after a clinic has been 
held, the local papers carry articles which leave 
the public with the impression that all the cases 
that were given diagnoses of tuberculosis during 
the clinic had not been detected before. Such 
statements can do nothing but cause a loss of 
confidence of the people of a community in their 
family physicians when in reality the physicians 
had done all and more than the visiting physician 
could possibly do. 

Because of numerous mistakes of the past by 
visiting clinicians, many local physicians have 
become antagonized. They resent terribly the 
free clinics that bring in outside physicians and, 
instead of codperating with them, will do all they 
can to make their work difficult. Some will refuse 
to send in their cases with tuberculosis, others 
will send in cases instructed to give no history 
of the disease, thus laying a trap for the clinician. 
The result is that the clinicians’ work has been of 
little avail, the local physicians have not been 
helped with their difficult cases and the com- 
munity confidence in the local physician has not 
been increased. We must not criticize too severe- 
ly this antagonistic spirit which has developed 
from bad codperation. The same local physi- 
cians become very codperative when they know 
of the change of policy and that the visiting 
clinician is there to help with their problems, 
that he is not there to compete with them nor 
to send away their patients to other places, but 
that he is interested in the control of tuberculosis. 
When such an attitude on the part of the visiting 
clinician is taken, much good can be done. Prac- 
tically every local physician has problems, some 
of which are extremely difficult, and very fre- 
quently an outside physician can be of great help 
and it is a fact today as it was a long time ago 
that ‘a prophet is not without honor but in his 
own country.” 

Not infrequently one sees a tuberculous pa- 
tient whose family physician has given the very 
best advice known, and who, after refusing that 
advice, can in a short time be convinced, by a 
visiting physician, that it is right. 

Recently while holding a clinic in a small town 
in Minnesota, one of the physicians came in and 
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gave me the name of a patient who was to ap- 
pear for examination. He then said that this 
woman was a grandmother well in the sixties. 
She had had cough and expectoration over a 
considerable period of time. A year before, the 
sputum was found to be negative to tubercle 
bacilli, yet her physician firmly believed that she 
had tuberculosis and did not hestitate to tell th: 
family so. About six weeks before my clinic, a 
specimen of sputum had revealed the presence of 
tubercle bacilli. When the grandmother was in- 
formed that bacilli had been found she was quite 
resentful. She stated that there had been no 
tuberculosis in her family and she was sure that 
this disease could not be causing her trouble. She 
was living with a married son who had three 
children, and the physician mentioned to her the 
dangers of exposure of these children. Of course 
she would do nothing in the world to harm them 
but still she did not believe that tuberculosis 
existed. She was advised to go to an institution 
but refused. When she came for an examination 
the morning of the clinic, I said nothing about 
having any information concerning her case, 
asked her a few questions but could see that she 
was trying to mislead me in her answers. After 
listening to her chest, and having heard moder- 
ately coarse rales persisting after cough over the 
right upper lobe, I frankly told her that she had 
pulmonary tuberculosis and then talked over with 
her in as tactful a manner as | knew the possibili- 
ties of her recovery, hoping that she would in- 
quire about the dangers to her grandchildren. 
This was the first inquiry she made and, before 
leaving the room, she agreed to return to her 
family physician that same day and make ap- 
plication to an institution for the tuberculous. 
That night her physician told me that the appli- 
cation had already been mailed. 

This case is cited to show how the visiting 
physician, if he will take the right attitude to- 
ward the family physician and the patient, can 
be of real service to both of them and their com- 
munity. 

There has been a great deal of discussion re- 
garding the number of patients that a clinician 
should examine in a single day. In some places 
a policy has been adopted of examining no more 
than twenty, while in others thirty are seen in a 
day. But in many places all of the patients 
who apply for examination are seen by the clini- 
cian that day, that is, the clinic is advertised and 





TUBERCULOSIS CLINICS—MYERS 


no one is turned away. If the clinician is in a 
position to make complete examinations and ar- 
rive at diagnoses, then twenty is a great suff- 
ciency. Unfortunately, most clinicians are not 
so equipped; they do not have +#-ray examina- 
tions, which have become extremely important in 
recent years, and they do not have laboratory ex- 
aminations. Steps are being taken to provide 
these phases. For example, in California, Doctor 
C. C. Browning, President of the State Tuber- 
culosis Association, through that organization, 
had mounted on a truck a complete x-ray equip- 
ment. His idea is excellent and it is hoped that 
his equipment will be perfected and adopted 
everywhere where other arrangements cannot be 
made for such important phases of the examina- 
tion. 

On a few occasions I have held clinics in physi- 
cians’ offices. This has always occurred where 
there was only one physician or a group of physi- 
cians practising in the community. In such in- 
stances the physicians have made available their 
x-ray equipment and technician so films could be 
made, developed and interpreted during the day. 
This, of course, is a tremendous advantage to 
the clinician as well as the local physician and 
the patient. When the clinician is provided with 
x-ray and laboratory findings, most certainly 
twenty patients a day is enough. 

I have held clinics in one county where a most 
excellent survey had been made under the direc- 
tion of Doctor Robers of Little Falls, Minnesota. 
He had put forth great effort through the County 
Tuberculosis Society, of which he was president, 
to bring to the clinic only those cases who were 
especially in need of an examination, those in 
whose families cases of tuberculosis had existed 
some time in the past and had been reported to 
the State Board of Health, others in whom there 
was no history of contact but who were con- 
siderably below par. This made an excellent 
group and I felt that every patient sent should 
have been examined. It is a far better method 
than that of simply advertising a clinic and letting 
all register who desire an examination. 

In another place I have held clinics where a 
splendid Public Health Nurse was at work. She 
had become quite familiar with the health con- 
ditions of her county and had made appointments 
with the people who she felt should be exam- 
ined. We knew exactly who was to appear at 
9:00 o’clock and at each period throughout the 
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day. Very much to my surprise, this worked out 
well, for most of the people kept their appoint- 
ments and the places of a few who were unable 
to do so were taken by others who had heard of 
the clinics and came in without appointments. 

I do not mean to condemn too severely the 
large clinic where nothing has been done but to 
advertise a free clinic and where a hundred or 
more people appear for examination. Much good 
can be accomplished through such a clinic but the 
clinician most certainly cannot, with safety, ar- 
rive at definite diagnoses in most of his cases. He 
can, however, quickly make note of deviations 
from the normal and recommend strongly to the 
patient that he consult his family physician with 
reference to the abnormal conditions. He can 
say that the physical signs may be due to a num- 
ber of different conditions but that time and fa- 
cilities do not permit him to determine which con- 
dition is causing these signs but that the family 
physician is equipped to determine that quite def- 
initely. Even in a tuberculosis clinic, the visiting 
physician should always look at the throat and for 
foci of infection in the upper respiratory tract, 
since they frequently cause the symptoms which 
lead the patient to believe that he has tubercu- 
losis. In seeing such a large number of patients, 
it is not.a good thing for the clinician to say to 
his patient that he should have his tonsils re- 
moved; it is far better to say that the tonsils 
look a little suspicious and the family physician 
should have an opportunity to determine whether 
they should be removed. 

The fact that the clinic has been advertised in 
the newspapers and elsewhere creates an interest 
in health in the community, and if this were the 
only good that the clinic does it would well jus- 
tify all of the expenditure of money and time 
necessary to arrange for and conduct such a 
clinic. But the fact that a good many people, 
perhaps fifty or a hundred in the community, 
take the time to go to the clinic is sufficient to 
lead many others to think of their health. 

In making arrangements for free clinics, the 
local physicians often make the criticism that 
they are not consulted in advance, that some lay 
person of the community who has been interested 
in the sale of seals goes ahead and makes ar- 
rangements for the clinician and puts on the 
clinic without the support of the physicians. In 
some places the criticism has been made that the 
person who makes the arrangements may be very 
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enthusiastic about a certain physician in the com- 
munity and arranges everything definitely to his 
advantage. This is manifestly unfair. If there is 
anyone in a community who is primarily inter- 
ested in the health of the people, it is the physi- 
cian and, most certainly, they should all have 
an opportunity to take part in arranging for a 
free clinic when one is to be had. 

If they will not codperate, it cannot be said 
that they have not been given an opportunity. 
One of the very unfortunate facts about the med- 
ical profession is that physicians, particularly in 
smaller places, often do not get along well to- 
gether. 

I recall the case of a Red Cross Nurse who 
went to the three physicians in the town where 
she was located to get their coOperation in the 
development of the children’s clinic. Each of the 
three said he was very much in favor of the 
clinic and each promised to be present and take 
part, not only in bringing children there, but also 
in helping the visiting clinician with the examina- 
tions. She reported that the outlook was excel- 
lent for a splendid clinic. But on the day of the 
clinic the visiting clinician was disappointed to 
find not one local physician present. It was later 
learned that they were not on speaking terms 
with one another, and each was afraid that he 
would meet one of the others if he put in an 
appearance. At heart each one really was in 
favor of the clinic but their actions in the matter 
did not tend to inspire the confidence of the 
public in them. 

In some places it has been possible to overcome 
such occurrences by assigning each physician a 
certain time during the day to bring his patients 
and while there to visit and aid in the clinic. In 
this way each physician has an opportunity to 
see the visiting clinician alone and to discuss 
various problems with him. Even if physicians 
are on speaking terms, it may be somewhat em- 
barrassing for one to bring his patients at a time 
when others are present. Patients frequently 
change physicians and the embarrassment may 
be for the former physician as well as the pres- 
ent. It may also be embarrassing for the patient. 

In one place where I have held clinics a num- 
ber of times, a physician of middle age has al- 
ways been there and none of the others will at- 
tend because of his presence. They state that he 
is simply there to find out which physicians the 
people are patronizing. Therefore, the plan of 
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making appointments for the physicians is a ver 
good one for many places. 

After all, it is the codperation of the variou 
agencies of the community that makes the clinic 
successful. 

It has been suggested that it would be fa: 
better to have the local physicians hold the clinics 
or perhaps physicians from adjacent counties tu 
exchange work, but from talking with patients 
as well as from having seen it attempted, I am 
convinced that such an arrangement would not 
work out satisfactorily in most places. In the 
first place, there develops ill feeling among the 
physicians because one or two are assigned to 
this work which'includes examination of other 
physicians’ patients. In the second place, there 
is likely to be a group in every community who 
do not have the same confidence in each of the 
physicians of the community so that a local physi- 
cian would not be satisfactory from the stand- 
point of the public. In small places where there 
is only one local physician or one group of physi- 
cians, such an arrangement would work better, 
but even there it is far better to have a person 
from outside or one devoting his entire time to 
the disease or the group of diseases for which the 
clinic is scheduled, as a stranger is far more 
likely to be accepted by the entire community, 
including the doctors themselves. 

The physician sometimes objects to the free 
clinic on the ground that it takes calls from his 
office. The truth is, quite a high percentage of 
the people who come to a free clinic through the 
notices they have seen in papers, are not under 
the care of any physician. The history reveals 
that they have not seen a physician for years 
and I am convinced that very frequently an in- 
terest in health is stimulated in this way, and I 
know quite often they are sent from a clinic to a 
physician’s office whom they choose, for diagnosis 
and treatment, while the patient who is seeing his 
physician frequently is sent back to that physi- 
cian as soon as possible. 

Another objection that physicians often have 
raised to a free clinic is that the visiting clinician 
goes out because of a large fee that he receives 
for his services. The man in private practice 
could not think of leaving his office work a day 
for the amount paid in most places for a clinic. 
The most that we have paid in Minnesota is 
twenty-five dollars a day and expenses. The 
local physician could not afford to do the work 
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that cheaply unless they, like the visiting clinician, 
are willing to donate considerable time to the 
community and the cause. 

The lay organizations have an important rdle 
to perform and should not be ignored. There is 
considerable danger of antagonism if clinics are 
not properly arranged. I recall one county where 
a district medical society, because of a grievance 
of seven years before, voted to indorse no free 
clinics in its entire district. This should not have 
been done without more careful consideration. 
In the first place, the person who had been in 
charge of the seal sale the previous winter had 
already made arrangements for a clinic in her 
county. She asked the State Public Health Asso- 
ciation for a clinician and all arrangements were 
made. Then the Association received a notice of 
the action of the medical society. Upon inform- 
ing the person who had arranged for the clinic 
of this action, she immediately replied that she 
was compelled to hold the clinic, that during the 
sale of seals she had promised the public that a 
part of the money would be expended on free 
clinics. It so happened in her county that a 


TUBERCULOSIS CLINICS—MYERS 









743 


rather powerful lay organization was supporting 
her. The action of the district medical society 
brought a great deal of discredit to the doctors. 
The lay people of that county could not see why 
the physicians should oppose that which they 
felt was good for the community. The danger 
to the medical society was in the fact that the 
lay organization was in a position to employ a 
physician who would come in for some time 
under their employ, not only diagnosing but also 
treating the patients of their community. 

The free clinic is here. How long it will stay 
no one can predict with certainty. It has become 
quite popular with the people; they are demand- 
ing, it. It has its dangers, but if they are antic- 
ipated and guarded against, it is capable of doing 
great good. As an educational medium, the free 
clinic has worthwhile possibilities. Whether he 
likes it or not, the only sane attitude for the 
physician to take just now is one of codperation. 
If he does this he will be looked to for direction 
and thus he will be able to convert the clinic 
into what he believes it should be, or offer some 
substitute which will be satisfactory to him’ and 
the public. 





CAFFEINE IN BEVERAGES 

The report of the U. S. Department of Agriculture 
indicates that, despite continued growth in population, 
nearly six and one-half million pounds less tea was 
imported during the fiscal year ending June 30, 1928, 
than during the previous year. 
crease of 7 per cent. 
governmental 


This represents a de- 
In contrast with this is the 
announcement that caffeine-containing 
drinks other than tea and coffee are now being used 
extensively with meals at lunch counters, cafeterias and 
similar eating places. Those who have hopefully an- 
ticipated a decrease in the “caffeinization” of the na- 
tion will be further disconcerted by the information that 
of several million pounds of tea waste, tea siftings and 
tea sweepings which have been imported “for manu- 
facturing purposes” practically all are reported to be 
converted into caffeine, a large portion of which is 
used in the preparation of caffeinated soft drinks. 
(Jour. A. M. A., September 1, 1928, p. 649.) 


DISTRIBUTION OF ARSENICALS IN THE BODY 


Arsenical dermatoses have long been known to fol- 
low the use of certain familiar arsenical drugs. By 
employment of microchemical methods it was demon- 
strated that, after administration of such products as 
Fowler’s solution (solution of potassium arsenite) or 
Donovan’s solution (solution of arsenous and mer- 
curic iodide), arsenic becomes localized in the epidermis, 
subpapillary layer and other ectodermal tissues. On the 
other hand, keratoses and pigmentation appear to be 
in extreme rarity following the administration of ars- 
phenamines. A new study has demonstrated a well de- 
fined difference in localization of the arsenic follow- 
ing introduction of certain trivalent and pentavalent 
arsenicals. This may explain the pathologic processes 
that they produce and their therapeutic action. Arsenic 
in trivalent compounds has a special affinity for the 
vascular structures, while the pentavalent arsenicals 
seem to be directed toward the ectodermal structures. 
(Jour. A. M. A., September 15, 1928, p. 805.) 





CO St Pas SS A a 


THE CAUSES OF DEATHS FROM SPINAL ANESTHESIA 


Epcar A. Rycu, M.D., and Danret H. Bessesen, M.D. 
Bessesen Clinic 
Minneapolis 


ORTALITY statistics on spinal anesthesia 

are difficult to collect, due to the fact that 

many cases have not been reported and some 

articles dealing with spinal anesthesia do not 

give the specific number of deaths occurring with 

its use. Certain deaths which have been record- 

ed under spinal anesthesia can in no way be at- 

tribtited to the use of the anesthetic. Other 

deaths have been the result of toxic drugs and 
improper technic. 

Up to ten years ago, the mortality from spinal 
anesthesia did not compare favorably with the 
mortality from general or inhalation anesthesias. 
Since that time, however, improved methods, less 
toxic drugs, more accurate dosage and knowledge 
of. the physiology involved has resulted in a 
more favorable attitude toward this form of 
anesthesia. In fact, present indications are that 
spinal anesthesia will eventually supplant other 
anesthetics for all operations below the dia- 
phragm. ; 

From the recent literature, we have been able 
to list the following injections and deaths: 

Administrations Deaths 
3abcock* 12 
Martin and Arbuthnot? 6 
Ducuing* 3 
Leriche and Lecene* 
Boyd and Yount* 
Morrison® 


bho 
as 


Gosset and Monod® 
Thompson® 
Bainbridge*® 
Pitkin" 
Campbell?” 
McMullin*® 
Richard** 
Stanley*® 
Weston*® 
Brooks‘? 
Burrus** 


Peabody”® 


oooocoooonNncoroonc”ood+ 


Cosgrove”® 
Murphy” 


Kahle?* 


Bressot”* 
Strauss*® 
Garre and Bouchard*® 

Total administrations: 250,895. 

Deaths: 75. 

Mortality Rate: 1:3,345. 

(There is the possibility of duplication in these 
figures, but so far as we have been able to as- 
certain, they all represent individual work. ) 

The mere enumeration of deaths during spinal 
anesthesia, however, is not sufficient to gain a 
clear understanding of its mortality. Each of 
these deaths must be analyzed so that we can say 
definitely which ones were and which were not 
due primarily to spinal anesthesia. From the 
seventy-five deaths listed above, we are able to 
give a brief clinical summary of twenty-nine. 

1. A man, aged 60, with gangrene of leg and thigh 
from crushing injury, moribund, died fifteen minutes 
after injection. 

2. A man, aged 29, with avulson of the arm at the 
shoulder, shocked and pulseless, was given a high 
injection, and trimming of the injury was attempted. 
Respiratory failure resulted but he was kept alive six 
hours with artificial respiration. 

3. A debilitated man, aged 65, moribund from ty- 
phoid perforation with peritonitis of twenty-four hours 
standing, injected when nearly pulseless, died during the 
operation. 

4. An infant, twenty-one months old, with miliary 
tuberculosis, peritonitis, and abscess of the lung, 
stopped breathing during an attempt to find the lung 
abscess by operation. 

5. An obese man, aged 55, with extensive intestinal 
gangrene and advanced diffuse peritonitis, died during 
operation. 

6. A woman, aged 45, with diabetes and chronic ne- 
phritis, sustained fractures of both femurs, pelvis and 
several ribs, and died of collapse and shock. 

7. A man, aged 35, suffered from advanced tuber- 
culosis with acute urinary retention. 

8. A woman, aged &, had a strangulated femoral 
hernia of six days duration, and fecal vomiting for 
two days. 

9. A man, aged 72, suffered from a strangulated 


744 





CAUSES OF DEATH FROM SPINAL ANESTHESIA—RYGH AND BESSESEN 


hernia, with fecal vomiting 72 hours prior to opera- 
tion. 

Comment.—These patients were moribund. 
Death was inevitable no matter what anesthesia 
might have been used. 

10. A man, aged 72, with strangulated hernia, rapid 
irregular pulse, died two hours after operation. 

11. A man, aged 63, non-transportable, with ruptured 
appendix, died on the table. 

12. A woman with ruptured uterus and dead fetus, 
died a half hour after injection without an operation 
being undertaken. 

13. Patient died of shock. 

14. Patient died of shock. 

Comment.—Shock existed in all of these cases 
with low or falling blood pressure. Low blood 
pressure is the one definite contra-indication to 
spinal anesthesia. 

15. A man, aged 43, had an enormous empyema with 
an extensive subcutaneous phlegmon of the chest wall. 
Cessation of heart action followed rapid evacuation of 
pus. 

16. A man, middle aged, had a sudden cessation of 
the heart when evacuation of a large amount of pus 
from thoracic cavity was attempted. 

17. A woman, aged 52, had a rib resected and three 
pints of pus evacuated. 

Comment.—In our opinion, spinal anesthesia is 
not the anesthetic of choice in operations above 
the diaphragm—because the nerves for respira- 
tory and vascular control are largely centered 
in the thoracic and cervical regions. 

18. A woman, aged 60, had a gallbladder operation 
with peritonitis. 

19. An obese man of 50 died following a gallbladder 
operation with peritonitis. 

Comment.—One of the chief factors in the 
postoperative treatment of acute peritonitis is 
Fowler’s position. To employ spinal anesthesia 
with safety, it is necessary that the head of the 
patient be lowered during the operation and for 
three hours following the injection. These posi- 
tions are incompatible. On this account, in a se- 
vere peritoneal infection, where Fowler’s posi- 
tion is a constant desideratum, spinal anesthesia 
would be inadvisable. 

20. A patient received 9.5 grains of procain. Re- 
mained living while in Trendelenburg position, but died 
when brought to a level. 

21. A patient received 9.5 grains of procain. Re- 
mained living while in Trendelenburg position, but died 
when brought to a level. 


Comment.—These were toxic deaths due to 
overdosage. 
22. An old man died from injection of butyn. 


23. Toxic death due to stovain. 
24. Toxic death due to stovain. 
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Comment.—Butyn is more toxic than cocaine ; 
and both are too toxic for spinal or sacral anes- 
thesia. Deaver condemns stovain for spinal anes- 
thesia. 

25. An enclamptic pregnant woman to be operated 
for cesarean section, received the spinal injection and 


died during a convulsion with cyanosis, apparently 
from asphyxia. 


Comment.—Clinically this is an 
death. 
26. A strong, healthy man about to be circumcised, 


died following spinal puncture—without the injection 
of any anesthesia. 


eclamptic 


Comment.—Deaths from simple lumbar punc- 
ture occur occasionally. They are as yet un- 
explained but occur more often with cerebellar 
tumor, tumor of the brain or increased intra- 
cranial pressure. 

27. A man, aged 43, with an extensive bilateral 
fibroid tuberculosis and subacute tuberculous laryngitis, 
suffered from a severe dysphagia especially for fluids. 
The spine was drained of 7.5 cc. of fluid in a sitting 
posture and then 1.25 grains of apothesin dissolved in 
distilled water was injected. The patient was placed 
with head on a pillow and developed immediate fatal 
respiratory paralysis. 

Comment.—This is an example of a central re- 
spiratory toxic death. The anesthetic solution 
gained entrance into the fourth ventricle and 
acted directly on the respiratory center. Inject- 
ing an anesthetic solution of lighter specific 
gravity than the spinal fluid in a patient sitting 
up, and placing the patient’s head on a pillow 
after the recumbent posture was assumed, car- 
ried the apothesin into the cerebral ventricles. 
In our opinion, the injection of an anesthetic so- 
lution of specific gravity lighter than spinal fluid 
with the patient in the sitting posture is a very 
dangerous procedure. 

28. A young woman being operated upon for re- 
troversion of the uterus, developed collapse, was re- 
vived twice with adrenalin solution, but finally died 
when this stimulus was attempted for the third time, 
four and a half hours after operation. 

28. A woman, operated on for cyst of ovary, died 
when the cyst was punctured, apparently of collapse. 

Comment.—These deaths might have been due 
to the anesthetic. If they were, the cause is vaso- 
motor paralysis, which is preventable. 

Of the deaths of which we have some record, 
only four were attributable to the anesthetic, pre- 
supposing a knowledge of the subject such as 
should now be general. Taking a corrected mor- 
tality rate from the statistics which contain these 
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briefly reviewed deaths, and leaving out all other 
figures, we have 
Administrations: 44,241 
Total deaths due to anesthesia: 4 
Mortality rate: 1 :11,060. 

A careful analysis of these deaths leads to 
certain conclusions, bearing which in mind one 
may make careful, safe selection of patients to 
be operated upon under spinal anesthesia. These 
conclusions will also aid in preventing any seri- 
ous complications from this form of anesthesia 
and lift some of the stigma which pioneering 
work will always give to new drugs and new 
methods. 

There are two main causes of death from 
spinal anesthesia. These are secondary to the 
action of the drug on the respiratory system and 
on the vasomotor centers. They may be sum- 
marized as follows: 

1. Direct action of the drug on the respira- 

tory system 

a. Phrenic paralysis by attachment of the 
drug to the third, fourth and fifth cer- 
vical nerve roots. 

b. Action of the drug on the respiratory 
center by its access to the fourth ven- 
tricle. 

2. Anemia of the respiratory center due to 
vasomotor paralysis by fixation of the 
anesthesia to the white rami (splanchnic 
nerves) from the first thoracic to the sec- 
ond lumbar nerve roots. This is influenced 
by 
a. The position of the patient. 

b. Reduction of the blood pressure, result- 
ing from the collection of large quan- 
tities of blood in the splanchnic region. 

c. Accurate dosage of anesthetic. 

d. Use of non-toxic drugs. 

These last two items are almost too obvious to 
mention. 

When the anesthesia, injected into the spine, 
rises to the level of the first thoracic vertebra, 
the splanchnic vessels become filled with blood, 
drawing reserve from all the rest of the body. 
A fall in blood pressure is the prompt result. 
If the blood pressure remains below 80 mm. 
systolic for longer than two hours, the patient 
will very likely die. 

A rise of the anesthesia to the level of the 
cervical vertebre involves the origin of the 
phrenic nerve, and the higher it rises the greater 
the involvement. Paralysis of the respiratory 
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center may result from anemia of the nerve tis- 
sues, if the splanchnic vessels reduce the tension 
for a long enough time; or from direct action of 
the drug. Therefore, the control of the level of 
anesthesia in the spinal canal is of the utmost im- 
portance. After the damage has been done by 
the rise of the anesthesia to these centers, it is 
necessary to counteract the severity of the com- 
plication. 

Two things, then, must be accomplished: (1) 
control of the level of anesthesia; and (2) 
counteraction of the vasomotor or respiratory 
paralysis when these complications arise. 

If the level of anesthesia can be controlled, the 
second point need not concern us. Nevertheless, 
in cases of high abdominal operations, it may be 
necessary to encroach upon the region through 
which the white rami pass to the splanchnic 
area. 

How can we control the level of the anes- 
thesia? There are three factors concerned: (1) 
the specific gravity of the solution; (2) the dif- 
fusibility of the solution; and (3) the position 
of the patient. 

If a solution of heavier density than the spinal 
fluid is used, it will gravitate to the depressed 
levels of the spinal cord. Conversely, if a solu- 
tion of lighter specific gravity is used, it rises to 
the elevated portion of the canal. 

It is desirable to have a solution which will not 
mix readily with the spinal fluid, otherwise the 
anesthesia, though dilute, will diffuse through- 
out the canal. 

From the physiology previously discussed, it 
will readily be seen that the Trendelenburg posi- 
tion is the best for the patient, because through 
gravity it keeps the blood in the brain. By using 
a solution of lighter specific gravity and low 
diffusibility there is no chance for the solution 
to involve the cervical roots, and the anesthesia 
may be confined to tle lumbar region. Inject- 
ing the patient in the recumbent position, rather 
than the sitting posture, will furnish an additional 
safeguard to the patient, for these same reasons. 
By proper technic of injecting in patients pre- 
senting no contra-indications, using accurate 
dosage of non-toxic drugs, with the addition of 
adrenalin or ephedrin, a respiratory or vaso- 
motor paralysis is almost impossible. 

To counteract these complications when they 
occur, there are certain procedures which have 
been recognized as curative. Of these, Bab- 
cock’s methods represent the most comprehensive 
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CAUSES OF DEATH FROM SPINAL ANESTHESIA—RYGH AND BESSESEN 


and authoritative. Respiration stops: place a 
wisp of cotton over the mouth or nose of the 
patient and start artificial respiration by rythmic 
pressure and release of pressure over the thorax. 
lf air does not pass through the lungs, the cotton 
will remain undisturbed. In this case, it is likely 
that paralysis has taken place during complete 
expiration. Put the hand over the epigastric re- 
gion, so that the stomach will not balloon out, 
place the mouth over the gauze-covered mouth of 
the patient and exhale into the patient. It is 
almost impossible to rupture the patient’s lungs 
by the force of your expiration, unless the pa- 
tient is a child. Then start artificial respiration, 
always watching the wisp of cotton to be certain 
that air is passing the respiratory portal. 

An easy way to ascertain vasomotor disturb- 
ance is to take the blood pressure every few 
minutes following the spinal injection. If the 
tension has not fallen during the first ten minutes, 
it is not likely to fall at all. Be prepared to give 
an injection of adrenalin solution at once; a fall 
of 39 mm. or a fall below 100 systolic is suf- 
ficient indication to institute stimulating ad /iinis- 
trations. Inject enough saline with the adrenalin 
to raise the pressure to 100'mm. With the pa- 
tient in the Trendelenburg position, the operation 
may be finished. 

SUMMARY 


Mortality from spinal anesthesia, like the mor- 
tality from any new drug or method of equal 
danger, has been the result of improper technic, 
toxic drugs, over-dosages and misunderstanding 
of physiology. From past experience we know 
that a patient suitable for this anesthesia is one 
presenting a subdiaphragmatic surgical lesion, 
one in whom the Trendelenburg position is not 
contra-indicated, and one without hypotension. 
Using accurate dosage of non-toxic drugs, with 
the addition of adrenalin or ephedrin by proper 
technic of injection, makes practically impossible 
a fatal issue from respiratory or vasomotor pa- 
ralysis, the common causes of deaths from this 
anesthesia. For the former, give artificial respi- 
ration ; for the latter, Trendelenburg position with 
injections of fluid. The most important consid- 
eration is the blood pressure. Watch the blood 
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ABDOMINAL PREGNANCY, WITH REPORT OF CASE 


Harvey OGDEN SKINNER, M.D. 
Saint Paul 


BDOMINAL pregnancy is one of the rarer 
A conditions encountered in medical practice. 
For this reason every case should be reported, 
and the physician should remember when to sus- 
pect its possible occurrence. 


ETIOLOGY 


Primary abdominal pregnancy is of such ex- 
ceedingly rare occurrence that competent author- 
ities have doubted that it ever occurs, although 
several cases appear to be well authenticated. 

Practically, the condition is secondary to tubal 
pregnancy, being the result of a tubal abortion 
or rupture in which the embryo is not destroyed. 

The etiology is therefore that of tubal preg- 
nancy. 

PATHOLOGY 


The embryo may escape in an intact sac. If 
this is ruptured a new sac forms, made up of 
fibrin and adjacent tissues. The placenta spreads 
out over the adjacent tissues and except for be- 
ing thin is not different from normal. The blood 
vessels of these adjacent tissues are enormously 
dilated and many new ones are formed. The 
uterine changes are those of the preceding tubal 
pregnancy, with uterine decidua, etc. 


SYMPTOMATOLOGY 


Since abdominal pregnancy is an end-result of 
tubal pregnancy, there is a history of this condi- 
tion, and in this regard it is well to recall that 
carefully taken case histories are less atypical 
than individual findings. 

Also there is a history of some occurrence that 
can be interpreted as the tubal rupture or abor- 
tion, even though it was not recognized as such 
at the time. 

The abdominal pregnancy progresses in much 
the same manner as the normal pregnancy, but 
certain variations are usually noted. 

ln general the pregnancy is an uncomfortable 
and often painful one, with signs of peritoneal 
irritation, soreness, gastric and intestinal disturb- 


ances, bladder disturbances and general inva- 
lidism. 

The fetus is usually carried higher than nor- 
mal and may be found in positions impossible 
within the uterus and its movements are usually 
painful. It also seems abnormally near the sur- 
face, as noted from heart sounds and manipu- 
lations. 

Pelvic examination ought to reveal the empty 
uterus, somewhat enlarged, and when this can be 
made out and identified as such and not mistaken 
for a fibroid or other tumor, the pregnancy is 
obviously abdominal. 


DIAGNOSIS 


Diagnosis is concerned mainly in differentiat- 
ing the extrauterine from the normal pregnancy 
and beyond question the most important point 
is knowing when to suspect it. 

When pregnancy continues after a disturbance 
which may have been considered a threatened 
miscarriage and especially when the history re- 
sembles that of a tubal pregnancy, abdominal 
pregnancy should always be suspected. 

The diagnostic points are: 

1. The pregnancy is 
fortable and disabling. 

2. The sounds, form and movements seem 
abnormally close to the surface. 

3. The position is from slightly to greatly 
abnormal. 

4. The uterus is demonstrated apart from the 
fetus. 


abnormally uncom- 


COURSE 


In cases not operated the fetus dies soon after 
the tenth month. Usually there is a process of 
maceration and partial absorption with subse- 
quent abscess formation and death of the mother 
from sepsis. 

Rarely, the fetus undergoes a process of mum- 
mification or calcification (lithopedion) only to be 
found later (even many years later) by accident 
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or by exploratory operation in the search for 
the cause of chronic invalidism. 


PROGNOSIS 


Prognosis, especially for the fetus, is not good. 
The most comprehensive study of this feature 
has been made by Beck.* He searched the litera- 
ture from 1809 to 1919 and reviewed the an- 
swers to questionnaires sent out to over 200 ob- 
stetricians, and found only 262 cases upon which 
operations were performed after the fifth month 
and a living fetus extracted. Of the 244 in 
which the dates were given, only forty-nine lived 
a year and only thirty-two lived as long as a 
month, while 146 lived only one and two days. 
About half of the babes are deformed from the 
pressure of neighboring parts. 

Beck’s analysis shows a maternal mortality 
of 35.8 per cent for the entire series. Prior to 
1890, or before the days of asepsis, the figure 
was 68 per cent. In the next ten years it was 
35.3 per cent, and the next ten 21.9 per cent and 
the last nine only 18.1 per cent. 

In the non-operable cases (i.e., those mori- 
bund at the time of operation) the risk to the 
mother began with the thirty-ninth week and in- 
creased rapidly although the operative risk was 
much less after the thirty-eighth week. 

De Lee urges operation as soon as the diag- 
nosis is made, but Beck’s figures seem to show 
that there is little added risk to the mother by 
waiting for a viable child up to the thirty-eighth 
week, if the patient is kept under czreful ob- 
servation, and that operation at this time gives 
th: vest chances for the mother to survive the 
operation and the babe to live. 


TREATMENT 


There is only one treatment, laparotomy, and 
that preferably in the hands of one well skilled 
in abdominal surgery. The dangers are primarily 


hemorrhage and, secondly, sepsis. The problem 
centers on the handling of the placenta, which 
should be examined with greatest gentleness be- 
cause of the danger of profuse uncontrollable 
hemorrhage. 

If the placenta is so located that its blood sup- 
ply can be controlled and removal accomplished 
without serious injury to such vital structures as 
the intestines, this should be done. When attach- 
ment is to the uterus, broad ligaments or omen- 


*Jour. Am. Med. Assn., Sept. 27, 1919. 
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tum, these tissues are well removed en masse 
with the placenta. Removal, then, is the pro- 
cedure of choice. 

When the placenta is so located that removal 
is not possible without risk of hemorrhage or 
dangerous injury to adjacent parts, two other 
procedures are available. 

1. The placenta may be left in place and the 
wound closed without drainage. The placenta is 
usually absorbed and if secondary infection 
should occur it can be handled by the usual 
methods. This is the procedure of choice where 
the placenta must be left and there is neither 
hemorrhage nor sepsis. 

2. The placenta may be left in place, and the 
sac sutured to the wound and packed after the 
manner of a Mikulicz drain. The placenta sep- 
arates in time and is expelled. Patients thus 
treated run great risk from sepsis, but it is the 
only thing that can be done when sepsis is already 
present or when there is bleeding that can be 
controlled only by tamponade. 


CASE REPORT 


Mrs. A. G. N.., aged 40, well developed and nourished, 
gave a history of an appendectomy in April, 1909. She 
was married in June, 1909, and a six weeks gestation 
miscarried in 1912, and again in 1915. A full term 
baby was lost in a breech delivery in August, 1917. 
The left tube and ovary and adhesions resulting from 
the former operation were removed in January, 1918. 
A normal pregnancy resulted in a living baby in August, 
1921. A miscarriage at five months occurred in De- 
cember, 1924. 

Menstruation, which began when she was thirteen 
years of age, has occurred regularly every twenty-one 
days, lasting five or six days, has been profuse and 
associated with little pain. The last period began on 
August 3, 1925, and was normal in amount and char- 
acter. 

During the early part of her pregnancy she suffered 
greatly from nausea and vomiting, being confined to 
bed therefrom when I first saw her, on September 15, 
1925. At that time pelvic examination was made but 
with little satisfaction because of post-operative ad- 
hesions. The uterus was slightly enlarged, and not 
especially tender. The cervix was soft. 

Toward the end of September (in the seventh week 
of pregnancy) she had excruciatingly severe pains fairly 
high on the left side of the abdomen, which she de- 
scribed as “gas pains.” There was a degree or two 
of fever and some tympany and considerable tender- 
ness which were temporarily relieved by Noble’s ene- 
mata. Suspecting an acute surgical abdomen, I called 
in surgical counsel, the diagnosis of threatened abortion 
being made. Sedatives and opiates were given and 
this crisis subsided. 
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Within a week the patient passed a “small piece of 
skin” which was not saved for examination, flowed 
for a day or so and stopped. She was treated ex- 
pectantly, but there was no evidence of retained frag- 
ments and it seemed reasonable to suppose she had 
passed everything in the toilet without her knowledge. 
The nausea stopped, the appetite returned and the pa- 
tient soon regained normal health. 

In the middle of December she reported that she 
believed she was pregnant after all, for she was en- 
larging normally and was beginning to feel life. This 
coincided with the failure to find the products of the 
miscarriage and therefore aroused no suspicion of ab- 
normality. From this time on the pregnancy seemed 
perfectly normal, with no unusual pain or disability. 
The fetus laid longitudinally and no higher, in her 
estimation, than in her two other pregnancies. 

About the middle of May, 1926, the patient being at 
term, castor oil and quinine were given to induce labor, 
without results. 

On May 23, vaginal examination revealed that the 
cervix was unreachably high in the left fornix. “ It was 
thought that the uterus was in an abnormal position 
due to the adhesions from her numerous operations, 
and immediate cesarean section was advised. The 
same counsel was again called and this diagnosis and 
treatment were sustained. 

An incision was made one inch to the right of the 
median line. In the place of the uterus was a large 
thin-walled sac containing a rather large amount of 
light-brown turbid fluid, which was opened and from 
it was removed a full term female fetus, which had 
been lying in a right occipital position. The uterus, 
which was the size of a three months pregnancy, had 
been pushed upward and to the left. The placenta was 
attached to the lower right side of tthe uterus, the 
right tube, and broad ligament and the pelvic bowel. 
As its removal could best be accomplished without 
hemorrhage by a hysterectomy, this operation was per- 
formed, and the abdomen was closed without drainage. 

Examination of the tube disclosed no rupture, but 
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the fimbriated extremity was greatly dilated, showing 
that the causal condition was the less usual one of 
tubal abortion. 

The patient ran a fairly satisfactory post-operative 
course. There was some distention of the abdomen 
for the first three or four days, which was relieved by 
enemata and gastric lavage. Later there developed a 
mild phlebitis of the saphenous vein of the right thigh. 
The temperature did not exceed 100.2, and she left the 
kospital on the fourteenth day after her operation, al- 
though she stayed in bed for one week after her 
return home. She has remained well ever since. 

The baby was somewhat deformed, the right side of 
the face about the jaw being flattened and smaller than 
the left. The deformity is now practically gone and 
the child is normal in every way. 


COMMENT 

The unusual features of this case are: 

1. The pelvic adhesions, which obscured the 
acute condition. 

2. The absence of acute pelvic tenderness ten 
days before the abortion. 

3. The absence of uterine bleeding before the 
abortion. 

4. The location of the abdominal pain on the 
side from which the tube had been removed. 

5. The freedom from abnormality of the ab- 
dominal stage of the pregnancy. 

Under these circumstances, a diagnosis of ab- 
dominal pregnancy was not possible except by 
suspicion and then only because of the general- 
ization that this condition should be thought of 
in any case of pregnancy which continues after 
a threatened abortion, supported by the occur- 
ence that could have been interpreted as the time 
of abortion, although it was not possible to so 
interpret it at that time. 





ARSAMINE 


According to the advertising for “Arsamine” of S. 
Lewis Summers, this preparation is “diarylarsonate,” 
but no definite statement of composition is made. It 
is believed that a constantly increasing number of 
physicians are refraining from the use of proprietary 
medicinal articles which have not been reported on 
favorably by the Council on Pharmacy and Chemistry. 
This is in accordance with the report of the Board of 
Trustees of the American Medical Association to the 
House of Delegates in 1927 urging support of the work 
of the Council by confirming the use of proprietary 
drugs to those found acceptable for inclusion in New 
and Non-official Remedies. The claims that have been 
made by Dr. S. Lewis Summers for Befsal which were 
the subject of a report “Befsal Another Alleged Syn- 
thetic” (Jour. A. M. A., February 21, 1925, p. 611) 
constitute ample justification for questioning the claims 
made for Arsamine. (Jour. A. M. A., September 1, 
1928, p. 664.) 


ALZAMON IRA LUCAS MEETS HIS WATERLOO 


Alzamon Ira Lucas, who has a long record of quack- 
ish activity ranging from “mind reader,” “sex” lecturer 
to promotor of an “American Super-Race Foundation” 
has been found guilty on the complaint of a woman 
who charged that he defrauded her of $250 by falsely 
representing that he could cure her of lung trouble and 
“awaken life within her.” According to newspaper re- 
ports Lucas is a negro; he denies this but admits a 
mixture of Indian, Dutch, French, Hindu, and Spanish 
blood. According to his advertising booklet, the “super- 
race” concern offered to teach members “how to pre- 
vent the birth of subnormal and degenerate children,” 
and at the same time, “how to predetermine the sex 
and vocation of children.” The health authorities and 
Better Business Bureau of Rochester, N. Y., were large- 
ly instrumental in securing a two to four years’ sentence 
for this blatant quack. (Jour. A. M. A., September 1, 
1928, p. 661.) 
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ADRENAL HEMORRHAGE IN AN INFANT* 
REpoRT OF A CASE 


Lyte L. Brown, M.D. 
Crookston, Minnesota 


Adrenal hemorrhage in the newborn is common 
enough. On the other hand adrenal hemorrhage in in- 
fancy, in older children and in adults is comparatively 
A short search of the literature reveals a very 
meager bibliography covering this condition, which is 
rarely mentioned in any of the standard textbooks on 
Pediatrics. For this reason I believe it will be of value 
to report another case. 


rare. 


CASE REPORT 


A. D., a male infant, aged 15 months, was admitted 
to the Bethesda Hospital at 5 a. m. on April 1, 1928. 

The family history is unimportant. The patient was 
the only child. The father and mother are both living 
and well. The weight at birth was unknown but he 
was born at full term. He had been breast fed for 
nine months, then weaned. He had never been ill and 
had developed normally. His terminal illness dated 
from the evening previous to his entrance into the hos- 
pital. He was in the best of health and spirits at the 
evening meal and ate his usual hearty supper. About 
an hour later his father noticed that he did not want 
to play and shortly afterward he vomited once. He 
was put to bed and his mother noticed that he was 
“hot.” He became very restless during the night and 
at 2 a. m. the family physician was called, who found 
the temperature to be 106° by rectum, with no other 
positive physical findings. The physician suspected men- 
ingitis and performed a spinal puncture, and advised 
immediate removal to a hospital. 

As they lived about forty miles distant it took about 
an hour to reach the hospital. During the trip, which 
was made by automobile, the patient became much 
worse and the mother noticed a black and blue mark 
on the child’s cheek but thought it was a bruise. 

Upon admission to the hospital the physical exam- 
ination showed a well nourished male infant, semi- 
conscious, whose face, body and extremities were cov- 
ered with a purpuric eruption. The purpuric spots 
varied in size from pin point to those measuring about 
two centimeters in diameter. He was extremely rest- 
less, moaning and tossing himself about the bed. The 
temperature per rectum was 106.4°, the pulse was feeble 
and around 200, respirations 65. The lips and nails 
were cyanotic and hands and feet cold to the touch. 
The skin was pale. The throat was negative. The 
heart was rapid and regular, with no murmur present. 
The lungs were resonant throughout, with a few 


*Presented before the monthly staff meeting at Bethesda 
Hospital, Crookston, Minn., September, 1928. 
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coarse mucous rales scattered throughout both bases. 
The abdomen was soft and relaxed. The liver and 
spleen were not enlarged and no tumor masses were 
palpable. The reflexes were apparently normal. An 
attempt was made to take a blood count, but, although 
the finger and heel were repeatedly punctured, no flow 
of blood was obtained. No urine sample was obtained. 

The child’s condition became progressively worse 
and he died in a state of collapse two hours after en- 


Fig. 1.. Both kidneys together with adrenal glands attached 
showing intense hemorrhagic character of the adrenals. Right 
adrenal body sectioned. 


trance into the hospital. Hemorrhage into the adrenals 
was suspected and an autopsy was asked for and ob- 
tained with permission to open the abdominal cavity 
only. The autopsy was performed three hours after 
death by Dr. M. O. Oppegaard. 


AUTOPSY REPORT 


The body was that of a well nourished male child 
with quite marked post-mortem lividity present. Pur- 
puric spots were present over the entire body. Upon 
opening the abdominal cavity nothing unusual was 
noted. The intestines, stomach and liver were found 
to be normal. The spleen was slightly enlarged and 
somewhat congested and was removed. 

Both kidneys were removed, together with the ad- 
renal glands. The kidneys appeared normal. Both 
adrenal glands were very dark in color and were in- 
tensely hemorrhagic, showing evidence of very recent 
hemorrhage. 

Anatomic 
glands. 

The spinal fluid was negative according to Dr. Erick- 
son of Twin Valley, Minnesota, who performed the 
puncture. 


Diagnosis. — Hemorrhage into adrenal 


COM MENT 


Etiology.—This case is not only of interest because 
of its comparative rarity but also because no etiologic 








752 


factor could be determined. Hemorrhage into the 
adrenals is usually brought about by thrombosis of: the 
suprarenal veins, by bacterial infection or by the effect 
of toxins. Trauma! may be a cause and it is entirely 
possible that it was the cause in this case as the father 
of the child had been playing somewhat strenuously 
with him an hour or so before he became ill. 

Pearl and Brunn,? quoting Lavenson, Brosser, Ma- 
terna and others, classify the cases into five types as 
follows: 

The peritoneal type resembling peritonitis, the asthenic 
type, the nervous type resembling the typhoid state, 
those cases in which sudden death occur and the last 
in which purpuric spots appear in the viscera and skin. 

Diagnosis—The diagnosis is extremely difficult dur- 
ing life and is rarely made except at postmortem, al- 
though Rabinowitz* says that “adrenal hemorrhage is 
of more frequent occurrence than hitherto reported 
and is unrecognized because of non-familiarity with its 
clinical picture.” 

Prognosis.—The prognosis is extremely grave and is 
hopeless in the cases of bilateral hemorrhage. 

Treatment.—Very little can be done. If the hemor- 
rhage is unilateral surgery may be resorted to; other- 
wise it is useless. The injection of the adrenal hor- 
mone and normal saline or Ringer’s solution are the 
only medicinal agents of value. 
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MULTIPLE DIVERTICULA OF THE SMALL 
INTESTINE 
REPORT OF CASE 


Epwin J. Srtmons, M.D. 
Swanville, Minnesota 


On account of the rather unique pathological condi- 
tion found and the unexpected outcome, the following 
case is being reported. 

Mr. J. C., white, unmarried, aged 57, gave the fol- 
lowing history: At four. o’clock in the afternoon, 
while pumping water, he was seized with excruciating 
pain in the center of the epigastrium. The pain was 
of such a severe and constant nature that the patient 
was compelled to lie down “doubled up” for some time 
before crawling on his hands and knees to the house, 
a distance of fifty feet. He was slightly nauseated, 
but did not vomit. He was not hungry and ate no 
evening meal. At approximately eight o’clock in the 
evening he was found crouched over on a chair, moan- 
ing with pain. 

From the time of onset of pain until eleven o'clock, 


MINNESOTA MEDICINE 


[November, 192: 


when first seen, the pain had remained unchanged © 
cept that it had finally spread in extent until it 1 
volved a band-like area four inches in diameter ac: 
the upper abdomen. There had been no sudden ef 

or trauma before the onset of pain, and the pain was 
constant, not intermittent. He had not vomited; his 
bowel passages during the day had been normal. No 
urinary symptoms were noticed before or during the 
attack, and an absence of symptoms referable to heart 
and lungs was stated. He denied ever having had any 
venereal disease. 

His past history was in every way negative, except 
that he stated that he had had “three attacks of typhoid 
fever before he reached: twenty years of age,” and 
that twice before, approximately eight and twelve years 
previously, he had had much more mild symptoms sim- 
ilar to those of the present attack, which lasted only 
one or two hours. 

Physical examination revealed a real asthenic type 
of individual, of normal coloring, and approximately 
of stated age, wearing an anxious, haggard expression. 
His pulse was 84, temperature 98.4°, respiratory rate 
20. The pupils were equal, regular, reacted to light and 
accommodation, and the reflexes all normal. Lungs and 
heart were normal. Only the abdomen revealed ab- 
normal findings, which consisted of board-like rigidity 
across the whole upper side. This whole area was very 
sensitive to pressure, more so, however, in the center 
of the epigastrium. The rest of the abdomen was neg- 
ative, and rectal examination failed to reveal anything 
of importance. 

Tentatively a diagnosis of ruptured gastric ulcer was 
made, and immediate operation advised. 

He was given one-fourth grain of morphine sulphate 
and transported six miles by sleigh and eighteen miles 
by automobile to the hospital, where he was seen in 
consultation by two physicians who confirmed the diag- 
nosis, except that, due to the dull percussion note in the 
epigastrium, the ulcer was believed to be secondary to 
carcinoma. Leukocytes, as counted at the hospital, 
numbered 8,400 per cubic millimeter, and a urinalysis 
failed to give abnormal findings. 

A laparotomy was performed by Dr. J. B. Holst of 
Little Falls and Dr. R. S. Steffens, with the view in 
mind of resecting or invaginating the ulcer, and estab- 
lishing drainage if necessary. Upon opening the peri- 
toneal cavity no free fluid or gastric content was found, 
and upon examination of the stomach no ulcer could 
be demonstrated. The small intestines, however, were 
distended with gas and were cyanotic in appearance. 
No pulsation of the mesenteric artery could be pal- 
pated, and the mesenteric veins were engorged. Upon 
following the bowel downward it was found that the 
discoloration extended for a distance of about three feet, 
with no distinct line of demarcation between the dis- 
colored portion and the normal bowel. In following the 
bowel from the apparently normal area toward the 
stomach, it was also discovered that about two feet 
of the mesentery from the duodenum downward was 
of a milky white color. This appearance was of uni- 
form whiteness, and, to palpation, felt uniformly like 
that of the normal mesentery. There was a sharp line 
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of demarcation between healthy and white mesentery. 
As the bowel was followed upward it was found that 
at various points along the course of the bowel there 
were innumerable small outpouchings, or diverticula of 
the bowel, extending into the tissue between the layers 
of mesentery. The finger could be forced into the lu- 
men of the bowel by. invaginating the mesentery at the 
point of junction of the mesentery with the bowel. 
Nine of such sacculi were counted, but many more 
were noted, the largest being about three centimeters 
in diameter, and the smallest about one and one-half 
centimeters. These diverticula involved part of the 
duodenum and jejunum. 

The question arose as to the best course to follow 
surgically. Due to the patient’s general condition, the 
fear that definite gangrene would ensue and spread to 
involve parts of apparently normal bowel, and the seem- 
ing inevitability of death, it was deemed advisable to 
close up the abdomen without doing any resection of 
the bowel. This procedure was followed after stim- 
ulating the discolored portions of the intestines with 
hot applications. 

Arrangements were made with the relatives for a 
postmortem examination, but an uneventful recovery of 
the patient and his discharge from the hospital on the 
sixteenth day made such a course impossible. The pa- 
tient has enjoyed good health for the past eighteen 
months. 

Upon seeking the opinion of Dr. E. T. Bell, Head 
of the Department of Pathology, University of Min- 


nesota Medical School, the following answer was re- 


ceived: “My interpretation would be as follows: (1) 
It is evident that there was a temporary occlusion of 
the circulation of the three feet of small bowel that 
was partially infarcted. 

“(2) It is also clear that there was not a throm- 
bosis of either artery or vein, since, when an area so 
large is involved, the process would surely have gone 
on to gangrene and not to recovery. 

“(3) There are two possible interpretations of the 
lesion in the mesentery which caused a temporary vas- 
cular occlusion: (a) rupture of a lymphatic vessel 
with extravasation of chyle into the mesentery; (b) an 
inflammatory lesion of the mesentery with edema re- 
sulting in temporary occlusion of the vessels. The 
color and consistency of the mesentery favors the for- 
mer interpretation. I believe therefore that you were 
dealing with an extravasation of chyle into the mes- 
entery resulting from rupture of a lymphatic. Recov- 
ery was due to the fact that the exudate was ab- 
sorbed and the pressure on the vessels released before 
actual gangrene occurred.” 


MALTA FEVER 
REPORT OF CASE 


A. B. Stewart, M.D. 


watonna, Minnesota 


Having just read the report of a case of Brucella 
Melitensis Abortus Infection in man, by Drs. Harri- 
man and Edlund, in September Minnesota MEDICINE, 
I am prompted to report the following. 

On January 1 in the forenoon there came to my of- 
fice E. M., male aged 21, a worker in a rendering es- 
tablishment where dead animals, horses, cattle and pigs 
were handled and skinned. 

He complained of a severe headache which com- 
menced the night before and as he expressed it “feel- 
ing rotten.” 

Temperature was 101 and pulse 90. 

The patient was advised to go home and to bed at 
once. I saw him again that evening when he was 
sweating profusely and the headache continued. The 
next mornning he was feeling better and there were no 
symptoms except continued fever. He was quite 
“peeved” that I would not let him be up and at work. 
As the fever continued he lost his appetite and became 
tired so that he was perfectly willing to stay in bed. 

Conditions continued the same until about February 
1, when he began to improve and was able to resume 
his work March 1. 

His pulse was seldom above 100 and the temperature 
was remittent and at times intermittent, being elevated 
to 100° and 104° in the afternoon daily. 

The diazo reaction of the urine was negative. The 
blood pressure was low. On January 7, 12 and 23 
the Widal test was negative. On January 26, a blood 
specimen was tested against bacterium tularense and 
bacterium melitensis (abortus). There was no aggluti- 
nation when tested with bacterium tularense. 

The following is a report from the Minnesota De- 
partment of Health, Division of Preventable Diseases, 
on the agglutination with bacillus melitensis. 

“Dr. C. P. Fitch, Chief of the Division of Veterinary 
Medicine, College of Agriculture, * * * has re- 
ported a complete agglutination in dilution 1-1000. 
Miss E. M. Wade, Chief of Main Laboratories, finds 
that there was complete agglutination in a dilution 
from 1:40 to 1:640. The finding of agglutination in 
such a high titer, we believe, is very good evidence of 
undulant fever.” 

Conclusion: In all cases of doubtful continued fe- 
ver, if not culturally proved to be typhoid, the aggluti- 
nation reaction for melitensis (abortus) infection 
should be considered. 
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President’s Letter 


HE value of toxin-antitoxin in the prevention of diphtheria 
has been thoroughly proven. The value of other vaccines 
and sera used in children is not so definite and unless one is 
following this work carefully it is hard to keep up with 
the changing opinions. 


Some localities in this state are not using toxin-antitoxin to the extent 
they should. All pre-school children should be inoculated and the best 
time to do it is about eighteen months after birth. This work can be 
done by the attending physician at the proper time. 


In order to stimulate interest and give the latest information in regard 
to the whole subject, the Medical Education Committee of the State Med- 
ical Association is preparing to furnish qualified speakers to go before 
any Society asking for them and give demonstrations of the use of toxin- 
antitoxin and talks on vaccines and sera in children. 


The Minnesota Public Health Association has offered to help us inter- 
est the public, and the State Board of Health will furnish the toxin-anti- 
toxin wherever necessary. 


With a properly carried out campaign of this kind it would seem easy 
to protect most of the children in Minnesota from diphtheria in a com- 
paratively short time. 


For further information write the Secretary’s office, 11 West Summit 


Ave., St. Paul. 
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Blood Groups 


In the majority of hospitals in the United 
States if there is need for a universal donor, for 
one whose corpuscles will not be agglutinated by 
the serum of any patient, the laboratory selects a 
group IV donor. That laboratory is using the 
Moss classification of blood groups. In other 
hospitals, the staff would understand that this 
type of donor was in group I, thus following the 
Jansky system. In still other institutions the re- 
port on blood groups would read “Jansky group 
I (Moss group IV).” This confusion has arisen 
from the attempt made a few years ago by the 
American Association of Pathologists and Bac- 


teriologists, the American Association of Immu- 
nologists, and the American Medical Association, 
to substitute the Jansky nomenclature for the 
well-known Moss method. The attempt was 
made because of prior publication by Jansky of a 
description of four human blood groups. 

Now there is an attempt to clarify the situation 
by a further substitution, for both classifications, 
of the original Landsteiner letters representing 
the agglutinogens in the corpuscles of the four 
groups. Thus Moss group I (Jansky group IV) 
becomes group A B.; Moss group II (Jansky 
group II) becomes group A; Moss group III 
(Jansky group III) becomes group B; Moss 
group IV (Jansky group I) becomes group 0 
(zero). This recommendation proposed and ap- 
proved in 1927 by the American Association of 
Pathologists and Bacteriologists and the Ameri- 
can Association of Immunologists, was also ac- 
cepted and approved by the American Society of 
Clinical Pathologists at their annual meeting in 
Minneapolis in June of this year. It is some- 
what difficult to foretell how soon the medical 
world will become familiar with this proposed 
change, and whether it will accomplish the de- 
sired purpose of bringing order out of confusion. 

At the Mayo Clinic, where the Moss classifi- 
cation has been used, reports are now made as 
follows: 

“Blood group one (AB); blood group two 
(A); blood group three (B); blood group 
four (0).” 

A. H. SANForRD. 





Group Medicine 


Dr. Joseph Collins, renowned neurologist and 
popular magazine writer, who has already looked 
at Love, Life and Literature to the education 
and entertainment of his readers, now, in 
Harpers for July, 1928, looks at group medicine 
and decides that, on the whole, it is good. He 
considers it a forward movement, following di- 
rectly in the footsteps of “Big Business” and of 
the other professions which have accomplished 
so much through organization. 

He admits that it is not the ideal way to prac- 
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tice medicine, which would be for one man to 
have, at his finger tips, the accumulated knowl- 
edge of the medical world as well as the as- 
sistants and mechanical measures necessary for 
modern diagnosis. But so much knowledge 
could not be accumulated in one lifetime and the 
capital for the needed accessories would be 
greater than is usually available to one man; 
therefore the next best thing is group medicine. 
This should bring better results to the patient be- 
cause he could save time and money by consult- 
ing several doctors all in one firm; he would be 
protected from the consequences of fee splitting 
and from individual exploitation ; he could more 
easily locate a reputable group than a reputable 
individual ; he could be sure of a more thorough 
examination due to the large number of avail- 
able diagnostic aids ; and there would be, between 
chiefs and associates, someone always available 
to take care of him at any time. In a reputable 
group (there will, of course, be others) will be 
less chance for individual members to practice 
“buncombe,” less chance to be dictators and fad- 
dists and less opportunity for the display of 
jealousy, envy and covetousness. 

On the other hand, there is the possibility of 
the loss of some of the time-honored virtues of 
the medical profession. There would, of neces- 
sity, be a loss of the old close contact and con- 
fidence between physician and patient; the possi- 
bility of betsayal of professional confidence be- 
cause «f the necessary dissemination of history 
details among different confréres; and the pos- 
sible loss of the humanitarian point of view. To 
avoid these pitfalls, the members of the group 
must be ever on their guard. They must be sure 
not only of a head (for administration) but also 
a heart (for codperation); they must choose 
their men with great care and with attention to 
ideals as well as ideas, and they should select 
them while they are yet “plastic and malleable” 
and can still learn to blend their competency with 
culture and understanding; and, above all else, 
they must avoid the impersonal point of view. 

Dr. Collins further believes that organization 
along this line may correct some of the time- 
honored sins of the medical profession. It might 
remove the great discrepancy between the mone- 
tary rewards of the surgeon and the diag- 
nostician; it might help the rich to select their 
physician for his professional standing rather 
than for his bedside manner, which may cloak 
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second or third class ability; it might work for 
and accomplish endowed hospitals and medical 
care for the neglected “middle class”; and it 
should develop a new and much needed special- 
ist, the therapeutist. The therapeutist should be 
interested in palliative measures as well as in 
cures; he should be easily conversant, not only 
with drugs, but also with physical agents of all 
kinds and with diet in the broadest sense of the 
word; he should know “something about disease 
and everything about its possessor. Above every- 
thing he should realize that hope is man’s friend 
and fear is his enemy.” 

Therefore, in the opinion of Dr. Joseph Collins, 
group medicine must come because it is the trend 
of the times and because, on the whole, its ad- 
vantages outweigh its disadvantages. 


MarGARET WaRWICK, M.D. 





DR. WARWICK LEAVES 


It is with regret that we announce the resig- 
nation of Dr. Margaret Warwick as assistant 
editor of the journal. Dr. Warwick has had 
supervision of the book reviews appearing in 
the journal for the past year and that depart- 
ment will suffer by her discontinuance of this 
editorial work. Dr. Warwick leaves this month 
to assume her new duties as pathologist at the 
Millard Fillmore Hospital, Buffalo, New York. 
Book reviews, for the present, should be sent 
directly to the editorial office of MINNEsotTa 
MepicinE, 2429 University Avenue West, Saint 
Paul. 





MISCELLANEOUS 


STATE BOARD OF MEDICAL EXAMINERS 
Re: Cuartes Ross (alias) R. J. Dietrich: 

The above man, whose true name is unknown, as- 
sumed the name of Ross J. Dietrich, a licensed prac- 
titioner of this state, and attempted to operate a hos- 
pital at Pine River, Minnesota. 

His place was closed by order of the Medical Board 
August 15, 1928. The original Dr. Dietrich is prac- 
tising at the present time in Kansas and is in no way 
connected with the fraud attempted by “Ross.” 

“Ross” was employed as a pathologist by one of the 
Minnesota clinics several years ago, and while there 
he learned of the original Dr. Dietrich, who was raised 
in that vicinity. 

The extent of the operations of “Ross” did not come 
to light until he left the state in August, this year. 
He is indebted to people in Minnesota in excess of 
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$1,000.00 and admitted to our legal investigator that he 
gave a check without sufficient funds to cover the same 
for the purchase of office equipment. This check was 
in the sum of $1,200.00. He claims to be an M.D. but 
has no credentials of any kind to back up the state- 
ment. He also claims to have been born in Europe, but 
at the time Mrs. Dietrich gave birth to a child at Pine 
River he stated that he was born at Mankato, Minne- 
sota. He is about 40 years of age, five feet eight inches 
in height, dark complexioned and weighs about 150 
pounds. His hair is quite thin, black in color. 

This man has absolutely no license of any kind to 
practise in Minnesota. He is in New Hampshire at 
the present time and a complaint will be filed against 
him if he returns to this state. He blames his present 
predicament to financial and domestic troubles. He is 
very evasive in his answers and only admitted what he 
did when he was convinced that the information was in 
the possession of the Board. He came to Minnesota the 
second time from Summit, New Jersey, his departure 
from there being occasioned by the same circumstances 
as his hasty exit from this state. , 

The record of this man shows him to be an im- 
postor and that he is guilty of several other crimes in 
connection with his attempt to practice medicine. He 
will be prosecuted to the limit of the law if he returns 
to Minnesota. 

Re: State vs. Ropert G. ErrincTon: 

The above party is an unlicensed practitioner who 
has been operating in the western part of Minnesota 
for the past five years. He claims to be a naturopathic 


doctor and in the past has been known as Kanawana, 


the Indian doctor. Errington has been making his 
home at Bellingham, Minnesota, but he has been mak- 
ing trips to various parts of the state. 

Early in 1927, Errington was found guilty by a jury 
in Lac qui Parle County of practising medicine with- 
out a license and was fined $100.00 by Judge Kvale. 
This apparently had no effect on the defendant for 
he remained in the business. 

In April of this year our investigator filed two com- 
plaints against Errington, one charging him with a 
violation of the Medical Act and one charging him 
with a violation of the Basic Science Law. On June 
20, 1928, Errington entered a plea of guilty at Litch- 
field before Judge Baker to the charge of violating the 
Medical Act. The Medical Board recommended a 
straight jail sentence and Errington was sentenced to 
six months in the county jail at Olivia, five months of 
the sentence being suspended on the condition that he 
refrain from practising. 

After Errington was sentenced he made an attempt to 
escape his jail sentence by withdrawing his plea of 
guilty; in this he was not successful and as a result 
he entered the Renville County jail August 27, 1928, 
and he left September 25, 1928. 
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The charge to which he entered a plea of guilty in- 
volved his taking $250.00 from a farmer north of 
Bird Island, for which sum he was to “cure” the farm- 
er’s wife of “heart dropsy.” ‘The lady died within 
sixty days after the initial treatment from Errington. 

There is still another charge pending against Er- 
rington in Lac Qui Parle county—the Basic Science 
complaint. , 

He is out on bonds of $1,000.00 in connection with 
this matter. This case involves the taking by Erring- 
ton of $500.00 from a person in Bird Island, for which 
amount Errington was to cure a daughter of infantile 
paralysis. This case comes up at the next term of 
the District Court. 

Re: Strate vs. Ewap: 

The above party, Mrs. Emilie D. K. Ewald has been 
operating at Olivia, Minnesota, since May 25, this year. 
She has been advertising as a naturopathic physician 
but when she was interviewed she stated that she was 
only doing massage work. 

She has no license of any kind. She is a lady of 
about 60 years of age and has been coming into this 
state for several years. She spends only the sum- 
mers here, spending her winters in Kansas and Okla- 
homa. 

This matter was first investigated June 1, 1928, and 
because of the plea of Mrs. Ewald, at that time, to be 
given a chance to move out of the state, no com- 
plaint was filed. She did not leave, however, and was 
so interested in what was going on that she was in 
Litchfield, Minnesota, June 20, when Errington entered 
a plea of guilty to a violation of the Medical Act. Mrs. 
Ewald was at the court house and mistook the repre- 
sentative of the Medical Board for Errington, much 
to her embarrassment. 

On August 16, 1928, two complaints were filed by 
our investigator, one charging Mrs. Ewald with main- 
taining an office for the diagnosis, treatment, etc., of an 
ailment, and a complaint charging her with using a 
word or words indicating that she was engaged in the 
healing art as a “naturopathic physician.” Mrs. Ewald 
had not seen fit to keep her word and refrain from 
practising. After a preliminary hearing Mrs. Ewald 
was held to the District Court under bonds of $1,000.00. 
On September 29, 1928, Mrs. Ewald entered a plea of 
guilty to maintaining an office, etc., in violation of the 
Basic Science Law and she was sentenced by the Court 
to 30 days in the Renville county jail; the sentence 
was suspended indefinitely on the condition that she 
refrain from practising healing in Minnesota and that 
she leave the state. Mrs. Ewald formerly had an office 
in Ponca City, Oklahoma and she desires to return to 
Oklahoma. If Mrs. Ewald attempts to practice healing 
in this state she will not only be punished for the sec- 
ond offense but she will have to serve the jail sentence 
above imposed. 
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Newspaper Publicity 


The question of newspaper publicity by and for the medical profession is a serious problem. 
Many organizations just now are passing resolutions providing certain forms of publicity. A good 
many complaints come to us from various parts of the State alleging individuals or groups of using 
illegitimate methods for newspaper publicity and otherwise. The following are comments taken 
from a three column front page article of one of the newspapers of our larger communities; it 
shows the severe criticism of the action of the local medical society. 


“At the regular meeting of the County Medical Society, the following amendment was 
passed: “No member or organization shall in any way whatsoever permit his name to appear in 
print in connection with any patient; or in any other way, unless sanctioned by the County 
Medical Society.” 


“To show our willingness to codperate to some little extent in this laudable effort of the —— 
County Medical Society to improve its ethics we have deleted the name of the Secretary from 
the above notice, as we did not have time to have the Society called in session extraordinary to 
pass upon our rights to publish the Secretary’s name. 


“The only names of doctors we are still left with permission to publish are those of the “‘ir- 
regulars” the osteopaths, chiropractors, nature healers, etc. It would be an awful blow to us 
if they adopt a Code of Ethics that is subject at any time to amendment. 

“Under this amendment when Dr. Blank runs for a position on the school board he would 
have to have the Medical Society called together in solemn assembly to grant him permission to 
have his “name appear in print on the ballot.” Would he get it? We would say not. 

When Dr. Blank makes a hole in one at the golf links we will publish the fact without his having 
to get permission of the local Medical Society. 


“The directory has the names of all the doctors and perhaps we had dare publish these names, 
which of course appear in the directory for the last time in print. When the next directory ap- 
pears, unless the amendment is amended, the physicians cannot consistently permit their names to 
appear in print in connection with any patient. The only alternative for them is to agree not to take 
for a patient any person whose name appears in the directory. 


‘We don’t know what the awful penalty is going to be for publishing the names of doctors. 
When a tragedy occurs we will publish the names of attending physicians, because the people 
want to know who get those jobs. We are going to take a chance of publishing the entire list of 
the healers of men. They all look alike to us. 

“We like them all. It is a hard life they lead. We are sympathetic. We know that it is the 
doctor’s bill that is paid last. There are so many installments to pay on autos, radios, golf sticks, 


washing machines, etc., that there is but little left for the man who saves us from slipping over the 
brink.” 





REPORTS AND ANNOUNCEMENTS OF SOCIETIES 


REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


SUEUR COUNTY MEDICAL 
SOCIETY 


The annual fall meeting of the Nicollet-LeSueur 
County Medical Society was held at the Hotel Nicollet, 
St. Peter, Thursday, September 27, 1928. 

Nineteen members and guests attended the dinner. 

The Society was called to order by the Vice-Presi- 
dent, Dr. Swan Ericson. 

The minutes of the last meeting, Dec. 13, 
were read and approved. 

The Board of Censors reported favorably on the 
application of Dr. Clifford Goforth, University of St. 
Louis, 1926, for membership in this society. 

On motion Dr. Louisa Kirschbaumer, University of 
Vienna, 1918, was elected member of this society. 

For the Committee on Extension Course of Instruc- 
tion Dr. Ericson made a report at length. He in- 
formed the society that such instruction course was in 
operation at Mankato and that several members of 
our society were in attendance. He urged the society 
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1927, 


to secure a course nearer home and praised the merits 
of such work and its little cost. 

For the Committee on Fee bill, Dr. M. L. Strathern 
spoke especially on the matter of the efforts of the 
State Board of Health to induce a state-wide move- 
ment in the use of toxin-antitoxin to eradicate diph- 


theria. The cost of such treatment was discussed. 
Then on motion it was ordered that $1.00 be charged 
for each injection plus the cost of the material. 

The secretary then presented a communication from 
Dr. Martin, President of the Gorgas Memorial. On 
motion Dr. Strathern was appointed to collect from 
members the balance to make up the desired $100.00. 
At this time the amount raised was $65.00. 

The Secretary read some of the important com- 
munications from the State Association on Control of 
Lay Health Agencies; “The Guide Post” and its cam- 
paign against organized Medicine; figures of total 
membership of State Association. The notice that the 
President of the State Association was open to calls to 
attend meetings of county societies was presented. It 
was the sense of the meeting that the president should 
be asked to attend the next meeting of our society. 

The Secretary reported on the Conference of Secre- 
taries of January last, expressing the opinion that these 
conferences did much to strengthen and consolidate 
the state organization. 

The delegate to the State House of Delegates, Dr. 
Swan Ericson, reported on the summer meeting of 
that body. He spoke of the discussion there on the 
matter of Public Health Agencies and what power the 
State Board of Health should exercise among these 
health societies. 

The following scientific program was presented: 

“A case of a long wire pin in the heart eighteen 
months,” Dr. Peterson. 

“Vaccines as therapeutic and prophylactic agents— 
with report of cases,” Dr. Holtan. 
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“Organotherapy—with report of cases,” Dr. Kirsch- 
baumer. 

“Report of a case of fracture of hip; and a case 
of postpartum hemorrhage,” Dr. McKeon. 

Following a long and free discussion of the papers, 
the meeting thanked the St. Peter doctors for their 
hospitality. 

The meeting then adjourned. 

J. W. Dantets, M.D., 
Secretary. 





MINNESOTA PATHOLOGICAL SOCIETY 

At the meeting of the Minnesota Pathological So- 
ciety held Oct. 16, 1928, the following program was 
presented : 

1. Report of two cases of pellagra of local origin. 
Dr. H. O. Altnow. 

2. Postmortem studies of four cases of polio- 
myelitis from the present epidemic. Dr. J. S. Harter. 

3. A case of multiple aneurysms of the pulmonary 
arteries. Dr. Wm. A. O’Brien. 


4. A fatal case of pulmonary silicosis. 
Bell. 


pe. BS. 





OBITUARY 





Dr. C. Peterson 


Dr. C. Peterson, 71 years of age, county physician 
and a resident of Steele county for over 45 years, died 
at his home in Owatonna Sunday morning, September 
23, 1928. Dr. Peterson had been a diabetic patient for 
seven years although he was confined to his bed for 
only one day preceding his death. 

Christian Peterson was born in Denmark, April 5, 
1857, the son of Mr. and Mrs. Cresten Peterson, natives 
of Denmark. The father died when his son was 12 
years old, just six years before the family migrated to 
America. 

For a number of years after coming to America 
Christian Peterson followed various lines of work, 
moving from one city to another and advancing further 
and further into the Middle West. He was first lo- 
cated at Perth Amboy, N. J., remaining there three 
years before going to Cleveland, Ohio, where he spent 
a year working on the lakes. He moved to Clinton, 
Iowa, in 1876, being employed there as a clerk in a store 
for a year preceding his entrance into the high school 
at Ann Arbor, Mich. He later attended the medical 
department of the University of Michigan for a year, 
this being followed by a year’s employment as a 
pharmacist in Detroit, Mich. 

In 1880 Dr. Peterson entered the drug business in 
Owatonna, following two years of experience in 
Rochester. He went to Chicago in 1896, where he 
studied medicine at the University of Chicago, grad- 
uating from the institution the same year. His grad- 
uation from the university was followed by courses in 
both the Chicago Physicians’ and Surgeons’ College and 
the Illinois Medical College in Chicago. He had been 
in the practice of medicine and surgery in Owatonna 
since 1896. Dr. Peterson was married December 29, 


* 
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1883, at Blooming Praire, to Miss Anna Johnson, 
daughter of Mr. and Mrs. Jens Johnson. He had held 
a number of local offices, having served as county 
coroner one term and one term as justice of the peace. 
He was elected county physician in 1899 and had held 
the office almost continually for a score of years. He 
had been a member of the Steele County Medical So- 
ciety and the State Association since 1912. 

Surviving are two children, Alvin C. of Minneapolis 
and Miss Ella Peterson, who had been living with her 
father since the death of Mrs. Peterson; two sisters, 
Mrs. C. F. Therkelson of Portland, Ore., and Mrs. 
Mary Anderson of Houston, Texas, and one brother, 
Hans Peterson of Eugene, Ore. 





OF GENERAL INTEREST 


AMERICAN RED CROSS 


In 1928 the American Red Cross received the support 
of more than 4,000,000 individuals. The organization 
is aiming to increase the enrollment for 1929 to 5,000,- 
000. During the war the need for such an organization 
was obvious. In periods of peace there are plenty of 
serious emergencies, some of them involving thousands 
of families, such as havoc caused by tornado, fire and 
flood, which requires the services of an organization 
such as the Red Cross in rendering vital and prompt 
assistance on a large scale. The Red Cross solicits 
the active support through yearly membership of all 
those who appreciate the importance of relief measures 
supplied by this organization. The roll call this year 
will be instituted from Armistice Day, November 11, 
until Thanksgiving Day, November 29. 


Dr. Temple Burling of Minneapolis has moved to De- 
corah, lowa. 

Dr. M. O. Nelson, of the Mayo Clinic, is now prac- 
ticing in Tulsa, Oklahoma. 

Dr. L. S. Ylvisaker has moved from Saint Paul to 
Red Bank, New Jersey. 

Dr. W. P. Lee, formerly of Northfield, Minnesota, is 
now located at Winthrop, Maine. 

Dr. Lillian Nye of Saint Paul has resumed the prac- 
tice of pediatrics following a year’s illness. 

Dr. Lawrence M. Larson, formerly with the Mayo 
Clinic, Rochester, has located in Minneapolis. 

Dr. O. V. Johnson has moved from Sebeka, Min- 
nesota, to Fergus Falls, where he is practicing. 

Dr. Ruben Nomland has left the Mayo Clinic for 
Chicago, where he will continue the practice of 
medicine. 

Dr. H. L. Knight, formerly associated with Eitel 
Hospital in Minneapolis, is now located at San Pedro, 
California. 

Dr. W. B. Linton has severed his connections with 


the State Hospital at Rochester and is now located in 
Minneapolis. 


[November, 1928] 


Dr. Max W. Alberts has announced the opening of 
his own office at 642 Lowry Medical Arts Building, 
Saint Paul. 

Dr. Brand S. Leopard, formerly of New Richland, 
Minnesota, has recently established a practice in Ly- 
wood, Pennsylvania. 

Dr. John F. Madden has disposed of his practice at 
Gibbon, Minnesota, and is taking a fellowship in derma- 
tology at the University of Michigan this year. 

Dr. Charles M. Tierney, formerly of Granger, Min- 
nesota, has purchased the practice of Dr. R. H. Wilson 
at Harmony. Dr. Wilson is now located in Saint Paul. 


Dr. Arnold Naegeli, a medical graduate of Mar- 
quette University, has finished his internship at St. 
Joseph’s Hospital, and is now practicing with the 
Saint Paul Clinic, Lowry Medical Arts Building. 


Dr. G. A. Paulson has gone to Columbia, South 
America, where he has charge of the Standard Oil 
Company hospital. It was erroneously reported in our 
last number that Dr. Paulson was practicing in Sioux 
City, Iowa. 

Dr. C. C. Kennedy and Miss Gladys Lucille Travis, 
daughter of Dr. and Mrs. Arthur Travis of Minne- 
apolis, were united in marriage September 1. Dr. 
and Mrs. Kennedy are now at home at 3032 Emerson 
Avenue South. 


Dr. E. J. Huenekens of Minneapolis addressed the 
Omaha-Douglas (Nebraska) Medical Society at Oma- 
ha, Tuesday, October 9. The subject of Dr. Huene- 
kens’ address was “Focal Infection in Chilhood; with 
Especial Reference to the Sinuses.” 


Dr. and Mrs. W. F. Braasch of Rochester, Minnesota, 
are expected to return from abroad November 11. 
While in Europe, Dr. Braasch visited the clinical cen- 
ters of Germany, Paris, Berne and Vienna. He pre- 
sented a paper before the Urological Congress in Berlin 
and also attended the French Urological Congress in 
Faris. 


The project of a medical university center, started 
eighteen years ago by such well known figures as Dr. 
Samuel Lambert, Dr. Joseph A. Blake and Dr. 
Theodore Janeway, is now nearing completion. The 
Medical Center, New York, was dedicated to the 
service of humanity and the progress of science, Oc- 
tober 12, before many thousands of invited guests. 


Postgraduate demonstrations sponsored by the Min- 
nesota State Medical Association and the Minnesota 
Public Health Association were held last month at the 
Southwestern Minnesota Sanatorium, Worthington, 
Minnesota. Those who took part in the program 
were: Dr. S. A. Slater, medical director and superin- 
tendent, Southwestern Medical Sanatorium; Dr. J. D. 
Davis, Mayo Clinic, Rochester; Dr. J. A. Myers, pro- 
fessor of preventive medicine, University of Minne- 
sota, and Dr. Leo G. Rigler, Minneapolis. Some fifty 
physicians signified their intention of attending and so 
poptilar was the demonstration that two sections had 
to be planned. It is planned to conduct similar dem- 
onstrations at sanatoria in other parts of the state. 
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PROCEEDINGS OF THE MINNESOTA ACADEMY OF MEDICINE 


PROCEEDINGS OF THE MINNE- 
SOTA ACADEMY OF MEDICINE 


Meeting of Sept. 12, 1928 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club on Wednesday evening. September 12, 1928. Din- 
ner was served at 7 p. m., and the meeting was called to 
order by the President, Dr. John E. Hynes, at 8 p. m. 

There were 36 members and 1 visitor present. 

Minutes of the May meeting were approved as read 
by the Secretary. 

The Executive Committee recommended the election 
of Dr. Wm. Lerche, of St. Paul, and Dr. Wm. H. 
Magie, of Duluth, to Honorary Membership in the 
Academy, both having retired from active practice. A 
motion was carried that they be placed on the honorary 
list. 

Dr. Drake read the Annual Report of the Secretary; 
also the Annual Report of the Treasurer. A motion 
was carried that these reports be accepted, with in- 
structions that the Secretary notify delinquent members 
of their absences. 

The annual election of officers resulted in the follow- 
ing men being elected for the year 1928-1929: 

President Dr. C. N. McCloud, St. Paul 

Vice-President Dr. Gustav Schwyzer, Minneapolis 

Secy.-Treas. ....... Dr. Carl B. Drake, re-elected. 

Dr. McCloud was called to the Chair and thanked 
the members of the Academy for the honor given him 
in his election to the office of President. 

Dr. Joun E. Hynes, retiring President, then ad- 
dressed the Academy, the title of his address being 
“Some Constitutional Suggestions,” in which he pro- 
posed for consideration by the Academy some changes 
in the Constitution and By-laws. 

After some discussion of these various suggestions, 
Dr. Mann made a motion that the whole matter be re- 
ferred to the Executive Committee for active consid- 
eration. Motion seconded and carried. 

Dr. S. E. Sweitzer, Minneapolis, then read a paper 
entitled “Pellagra and Alcoholism.” Lantern slides 
were shown. (See page 719.) 


DISCUSSION 


Dr. ARMSTRONG: Day before yesterday I saw a man 
who I now think probably has pellagra; I was not 
sure then, but after seeing these pictures tonight I am 
reasonably sure the man has pellagra. I had never 
seen but one case before this. While I could not get 
much of a history from this man, as far as the gastro- 
intestinal symptoms are concerned, I think probably it 
is the dry form of pellagra. His face is not involved. 
He complains of a great deal of irritation of the skin 
of the forearms which extends up to the elbows. I 
would like to ask Dr. Sweitzer about the terminal 
joints of the fingers. In my case these were all free 
except one. 

Dr. SweEITzER: It is usually free there. I think these 
cases are really pellagra. Up here we see very little 
pellagra and we don’t know much about it. Down 
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south they make a diagnosis of pellagra on very slight 
symptoms, and a lot of cases do not have skin symp- 
toms. We don’t know exactly what pellagra is. In 
Crutchfield’s cases in the south, he states that nearly 
all his cases had something else the matter with them. 

So far as the alcohol is concerned, I do not believe it 
makes much difference what kind it is or where they 
get it. In foreign countries the question of alcohol as 
a factor in pellagra is well known; and these cases I 
reported drank a lot and did not eat much and that 
disturbed their metabolism enough so that they all 
had pellagra. While our series was running, Dr. Allen 
went over to Ancker Hospital in St. Paul and picked a 
case of pellagra out of the hospital there. 

It runs in epidemics down south; perhaps a hundred 
of them at a time and then for several months they 
won’t see any. I think there is a lot of work to be 
done yet as to whether it is purely a deficiency disease 
or dune to some other cause. 

Dr. J. W. Bett: Apparently your cases were all 
males. That is a little unusual is it not? In the south 
the proportion, if anything, runs to the other side. Is 
not that true? 

Dr. SWEITZER: 
were all males. 


Yes, I think that is true, but ours 
Most of these would drink and then 
lie out in the sun in the park near the river for a 
leng time. Apparently they drank a lot and did not 
eat much, and then were exposed to the bright sun 
for a long time. 

Dr. GILFILLAN: Is there anything characteristic 
about it in the way of a seasonal eruption? 

Dr. Sweitzer: In the Philadelphia epidemic it was 
a seasonal affair and then stopped. Ours is stopped 
now. When women are affected they nearly always 
have the V-neck in front where the neck is exposed. 
These men would get drunk and lie out on the grass 
and get tremendous doses of sun; and the lesions were 
confined mostly to the hands, forearms and _ neck. 
Since the weather has changed and there is not so 
much sunshine we do not see any new cases. In the 
south the cases come all year long. 

Dr. GILFILLAN: Do cases relapse? 

Dr. Sweitzer: Yes, they do relapse. 

Dr. GeorceE FAuR: The treatment which is most 
effective in these cases is a diet rich in vitamines. Last 
year they came in just about the same time of the year 
as this. One man last year had all the psychoses and 
was a typical case. His brother gave a history that for 
approximately three years the man had lived on noth- 
ing much but alcohol and had had practically no food 
to eat. The things usually used in the diet now are 
yeast, meat cooked rare, large quantities of fruits and 
vegetables uncooked. On this diet they usually get over 
it unless they have cord changes. Very frequently they 
do get over it, but relapse again on a deficient diet. In 
the cases this year I did not go into the histories so 
carefully, but they had very little food and got most of 
their energy from alcohol. 

They would get drunk, then lie out in the sun all 
day long, and then get something more to drink. Ap- 
parently there are no more cases coming in now. To 
see four cases in one week is quite remarkable except 
in the Balkan countries and in the south. I think some 
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of these men did have some symptoms of psychosis. 
The first one I saw last year had definite psychosis. 
These cases of Dr. Sweitzer’s got well very rapidly so 
far as the skin manifestations were concerned. All 
the patients had glossitis and at least four of them 
had diarrhea. 

Dr. DrAKE: Do you know of any change in the size 
and consistency of the liver in these cases? The con- 
dition of hemachromatosis shows a peculiar pigmen- 
tation of exposed skin surfaces and Mallory showed 
that copper in the “moonshine” consumed was an etio- 
logical factor. 

Dr. Faur: There is quite a difference in the pigmen- 
tation in hemachromatosis. 

Dr. HAmMMEsS: I was wondering if salvarsan would 
be of any value in pellagra. I saw a report somewhere 
where they claimed they were getting good results with 
salvarsan. 

Dr. SWEITZER: 
any value. 

The meeting adjourned. 

Cart B. Drake. M.D., 
Secretary. 


No, I do not think it would be of 





BOOK REVIEWS 





Books listed here become the property of the 
Ramsey and Hennepin County Medical libraries 
when reviewed. Members, however, are urged to 
write reviews of any or every recent book which 
may be of interest to physicians. 





BOOKS RECEIVED FOR REVIEW 


CRITERIA FOR THE CLASSIFICATION AND DIAGNOSIS OF 
Heart Disease. By a committee appointed by the 
Heart Committee of New York Tuberculosis and 
Health Association, Inc., Harold E. B. Pardee, M.D., 
Chairman. 92 pages, price $1.50. New York, Paul 
B. Hoeber, Inc., 1928. 


Text-Book or Urotocy. For students and practi- 
tioners. Daniel N. Eisendrath, M.D., Urologist, Mi- 
chael Reese Hospital, and Harry C. Rolnick, M.D., 
Associate Urologist, Mt. Sinai Hospital, Chicago, 
Illinois. 942 pages. Illustrated. Cloth, $9.00. Phil- 
adelphia: J. B. Lippincott Company, 1928. 





WHY MEN FAIL. Morris Fishbein, M.D., and Wil- 
liam White. 344 pages. $2.00. New York: The Cen- 
tury Co., 1928. 

As the medical profession assumes more and more 
the leadership of the world, more and more questions 
of an economic nature are offered it for solution. The 
failure of so many men and women is a vital problem 
and upon a correct answer depends great sums of 
money in the business world, not to mention the hap- 
piness and efficiency of countless human beings. As a 
beginning, a large group of physicians in the field of 
mental hygiene met in Cincinnati to discuss the problem. 


[November, 1928] 


In addition to the discussion, eleven of them agreed 
to write articles on phases of this subject for news- 
papers and these articles are here published in |ook 
form. In the introduction William White states that 
one in every two hospital beds is for mental discases, 
in other words as many as all other ailments together, 
Furthermore, there are great numbers of people whose 
affliction is not severe enough to confine them to a 
hospital. He feels that many people fail for pre- 
ventable reasons, such as faulty mental make-ups, 
wrong attitude to life, and poor self-understanding. We 
are told “success is measured by the ability with which 
we are able to bring our passions, feelings, emotions 
under the control and guidance of our intelligence and 
so press them into the service of our ideals.” One of 
the most common causes of failure is the attitude of 
one’s parents and their methods of dealing with children 
in early life. Douglas Thom thinks that parents must 
neither abuse nor coddle their children but teach them 
independence and the ability to meet responsibility. 

The first job often is an important factor in suc- 
cess in later life, because it so often leaves a deep im- 
pression upon one, but if one had had the right prepara- 
tion a first failure does not leave its mark, but merely 
develops self-reliance. The entrance of women into 
the business world has brought into it the element of 
emotions and Smith Ely Jelliffe feels that one’s emo- 
tional equipment is often more important than one’s 
intellect. He thinks that sex prejudice is born of fear 
and can only be met by women recognizing its presence 
and meeting it tactfully and not by sex allure. He 
feels, however, that it will take many years for men 
to fully accept women in the business world and give 
them fair play. George Pratt points out that a man’s 
wife is a prominent factor in his success and she can 
make him a failure by jealousy, fancied illness, being a 
“clinging vine,” by nagging, by lack of faith in her 
husband, or by excelling her husband. On the other 
hand many wives are the reason for the success of their 
husbands. He also says that both bluffing and day- 
dreaming are attempts to escape from reality, and are 
the cause of countless failures, for “a mind, like a 
country, divided against itself must eventually fall.” 
The bluffer obtains a position by exaggerating himself 
but fails to make good, while the day-dreamer spends 
his time in flights into unreality instead of concen- 
trating upon the work of the moment. 

Karl Menninger discusses depression and says that it 
is a sickness of the mind that may be cured as well 
as can bodily illness; often it can be cured by reason- 
ing one’s self out of it or by proving that it has no 
real foundation. Often it results in suicide, which is 
never the first act of the tragedy, and because of this 
possibility it should be early recognized and treated. 
Morris Fishbein discusses the beating of handicaps, 
both mental and physical, while William White tells of 
the tendency of the lazy to use imaginary handicaps 
for alibis, and says that these people work much harder 
in evading the work than they would in the doing of it. 

Abraham Myerson considers that fear is a very prom- 
inent factor in failure by causing mental exhaustion, 
resulting in a loss of self-confidence. As antidotes for 
this condition he advises avoidance of chronic fatigue, 
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BOOK REVIEWS 


good care of physical health, avoidance of too much 
pleasure seeking that may make for satiety, being 
moderately ambitious and hardening the mind against 
small slights. One of the most interesting chapters of 
the book is of women failures written by Anita Muhl. 
She contends that women struggle against great handi- 
caps and these are not physical but psychological. She 
thinks that women may approach business in the wrong 
state of mind because for them it is only a substitute 
activity for the great job they were intended for; that 
they are more emotional and personal than men; they 
may flaunt their sex by inappropriate clothes, jewelry 
and perfume; they too often play favorites for some 
weakling in the organization because of their strong 
maternal instinct; they are often held back by too great 
loyalty; they too often suffer from an inferiority com- 
plex; and all of these could be removed “by education. 
She feels that the business woman should be “feminine 
but not aggressively female,” she should stand firmly 
on her own feet and she should sublimate her ma- 
ternal instinct in her work. But in order to do this she 
must choose work which gives her a sense of satisfac- 
tion and the joy of creation. Furthermore, she must 
discard the old idea that her usefulness ends with the 
menopause but realize and utilize the philosophic point 
of view, the mellowed judgment and the broader out- 
look which will then be hers. In the last two chapters, 
V. V. Anderson discusses and illustrates job misfits, 
and Herman Adler, home-made failures. 

Although this book is written primarily for the laity 
it will hold much of interest for the physician. He will 
obtain from it a wider knowledge of human nature; a 
realization of the necessity of taking aspects of the 
patient, other than physical ailments, into consideration ; 
it will emphasize the importance of home training for 
children and it will make his advice to patients and 
patients’ families of much greater value. The im- 
portance of home training is being more and more em- 
phasized on every side. If a child has a club foot or 
other physical defect, the parents are willing to spend 
much time and money in correcting it, but they fail to 
recognize mental defects which will cause him much 
greater trouble in later life than could any physical 
handicap. Or, worse yet, they will unconsciously or 
carelessly treat their children in such a way that mental 
handicaps will develop and cause failure in adult life. 
Such a book as this must give greater understanding 
of human failures and anyone, either lay or profes- 
sional, should derive benefit from it. 


MarcGaret Warwick, M.D. 


NURSES, PATIENTS AND POCKETBOOKS. 
Mary Agnes Burgess, Director Committee on the 
Grading of Nursing Schools. Published by the Com- 
mittee, New York City, 1928. 

This (which is said to be the first of a series of three 
volumes, now in process of composition) is a large 
book of over six hundred pages, dealing with the 
present-day problems of nurse training. While the book 
as it stands is the work of Dr. Burgess, “The Com- 
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mittee on the Grading of Nursing Schools” has come 
out with a statement that it presents a substantially ac- 
curate picture of the problems with which the com- 
mittee is concerned, and may be regarded as constituting 
a report of the committee itself. 

It is intended as a book of reference and is far too 
bulky to be read in its entirety by the busy physician. 
A careful reading, however, of the Introduction and 
Chapter I, with a hasty review of the diagrams and 
statistical tables found in it, and the summaries fol- 
lowing the succeeding chapters will give him the meat 
of the cocoanut. . 

The book is entitled to careful scrutiny by Boards of 
Hospital Directors everywhere and thorough study by 
heads of Nursing Schools. Every nurse (student and 
graduate) should read it, and particularly will it be 
found interesting and enlightening by the “probationer.” 

It serves as another sharp reminder of the infinite 
and bewildering complexity of modern industrial life, 
and lays bare a few of the difficult problems and dis- 
turbing conditions which have resulted from the en- 
trance of women into industry, the consequent disrup- 
tion of the American home and the necessity of sup- 
plying substitutes (in some departments at least) for it. 

The survey is a thorough one. Everybody in the 
nursing and hospital fields has been given an oppor- 
tunity to voice an opinion relative to the causes of the 
problems and also to say something bearing upon their 
solution. Dr. Burgess, however, reserves her own con- 
clusions. They will, we understand, be furnished when 
the situation has been sufficiently studied by her. 

From a hasty perusal of the book, one gathers the 
following: 

1. The nursing profession is rapidly becoming over- 
crowded and there is already a serious amount of un- 
employment. 

2. Schools of nursing are not established primarily 
for the purpose of providing society with trained nurses, 
but for the convenience and profit of the hospitals 
which conduct such schools. 

3. The standard of entrance requirements is in the 
majority of cases too low. 

4. More graduate nurses should be employed by 
hospitals. 

5. Marriage no longer serves as a means of thinning 
the ranks of practising graduates; most nurses who 
marry continue their careers, at least irregularly. 

6. The pay is inadequate (when necessary loss of 
time is considered) for the maintenance of a standard 
of living expected of professional women. 

7. The “private duty” nurses, as a class, are very 
unhappy under present conditions, and the morale and 
ideals of the girls suffer in consequence. 

8. There is little opportunity to advance socially, or 
to save money. 

9. The life of the nurse is a lonely and narrowing 
one. 

10. The hospitals are, almost without exception, in- 
sufficiently staffed, the girls on “general duty” are over- 
worked, and the quality of their work suffers because 
of this. 

11. The future holds nothing for the nurse, but a 
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promise of a lonely, unhappy, loveless old age, in which 
poverty will compel a continuance of unremitting toil. 

The profession of nursing has always been looked 
upon, by parents and daughters alike, as one charac- 
terized by respectability (even nobility), good pay, un- 
limited opportunities, and unquestioned social status. 
It seems, to a very marked degree, that the situation 
has changed for the worse, and that drastic treatment 
is required to correct it. Let us hope that Dr. Burgess, 
in the books which she has promised for the near 
future, will prescribe the proper remedy. 

The book is the result of a serious, painstaking study 
of the problem of nurse training, a study which has 
entailed a tremendous amount of work. It will supply 
a long existing need and should be, and no doubt will 
be, widely read. 

O. F. Scuusster, M.D. 


[November, 1928] 


DISEASES OF THE SKIN. Henry F. Hazen, A M,, 
M.D., Prof. of Dermatology and Syphilology, Med- 
ical Department, Georgetown University. 3rd edition, 
527 pages. Illus. Price, $10.00. St. Louis: C. V, 
Mosby Co., 1927. 

This compact edition contains concise and clearly 
written descriptions of skin disorders met with in 
practice. 

The wording is brief, accurate, and well-ordered, 
The book is of value, especially, to the general prac- 
titioner and students. The various subjects are easily 
found and well discussed. 

It is clearly evident that the author has a broad 
clinical and teaching experience which fits him unusually 
well for the task of presenting such a work to his 
colleagues in the practice of medicine. 

: L. R. CritcHrietp, M.D. 





WANTED—Assistantship in surgery. Have had spe- 
cial training in surgery. Address C-195, care M1n- 
NESOTA MEDICINE. 

OPPORTUNITY FOR PHYSICIAN AND SUR- 
GEON. For information address S. E. Bennion, 
Hutchinson, Minn. 


FOR SALE—$15,000 yearly practice and office equip- 
ment of my recently deceased husband. Best location 
in city. No real estate or property. Collections good. 
Wonderful opportunity for good income and small 
investment. Address Mrs. Fern Atkins, Jackson, 
Minn. 


POSITION WANTED in doctor’s office in Twin 
Cities by graduate nurse with several years’ labora- 
tory experience. Address C-191, care MINNESOTA 
MEDICINE. 


WANTED—-Locum tenens or assistantship by experi- 
enced physician, licensed in Minnesota. . Address 
C-186, care MINNESOTA MEDICINE. 


BETHANY HOSPITAL, 3701 Bryant Avenue South, 
Minneapolis, is equipped to care for limited number of 
maternity cases at a nominal fee. New building. 
Light, airy rooms. Good food. Call Colfax 0016 
or in person at above address. 


WANTED-—Salaried appointments for Class A Physi- 
cians in all branches of the medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 
lished 1896. Member The Chicago Association of 
Commerce. 


IF YOUR TRAINING HAS BEEN IN THE MEDI- 
CAL FIELD, you will profit by our service. Thor- 
ough satisfaction to our clients has established a na- 
tional connection. No registration fee. Write for 
application form. The Personnel Register, 203 New- 
ton Bldg., Saint Paul, Minnesota. 


OPENING FOR PHYSICIAN in Southern Minnesota 
town. Address C-196, care MINNESOTA MEDICINE. 


WANTED—Locum tenens by Minnesota graduate, for 
periods of two to three weeks between November 
and March. Address C-197, care MINNESOTA MeEp- 
ICINE. 


PHYSICIAN’S OFFICE FOR RENT—In connection 
with dentist’s office. Good location. Inquire at drug 


store, 1340 Thomas Street, corner Hamline, Saint 
Paul, Minn. 











